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ADMINISTRATOR FOR SELF-FUNDED 
PLAN SPONSORS, 

Plaintiff, 

v. 

BAY AREA SURGICAL 
MANAGEMENT, LLC, a California 

Limited Liability Company, 
BAY AREA SURGICAL GROUP, INC., a 

California Corporation, 
FOREST SURGERY CENTER, LP, a 

California Limited Partnership, 
SOAR SURGERY CENTER, LLC, a 

California Limited Liability Company, 
KNOWLES SURGERY CENTER, LLC, a 

California Limited Liability Company, 
NA TIONAL AMBULATORY SURGERY 

CENTER, LLC, a California Limited 
Liability Company, 

LOS ALTOS SURGERY CENTER, 
LIMITED PARTNERSHIP, a California 
Limited Partnership, 

PACIFIC HEIGHTS SURGERY 
CENTER, a California Limited Liability 
Company, 

JULIA HASHEMIEH, 
ROBERT SARNEVESHT, 
JA V AD ZOLFAGHARI, 

-and
DOES 1 -100, 

Defendants. 

) 
) 

~ No. 1 1 2 C V 2 1 7 9 4 3 
) COMPLAINT FOR UNFAIR 
) COMPETITION (B&P §17200, et 
) seq.); INTENTIONAL 
) INTERFERENCE WITH 
) CONTRACT; DECLARATORY 
) JUDGMENT; AND UNJUST 
) ENRICHMENT 
) 
) 
) JURY TRIAL DEMANDED 
) 
) UIV/.../f'IlIT£.D 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 

COMPLAINT 



/ 

1 Plaintiff Aetna Life Insurance Company on Its Own Behalf and as Claims Administrator for 

2 Self-Funded Plan Sponsors (hereafter "ALIC"), by and through their counsel, Berman DeValerio and 

3 Sprague & Sprague, alleges upon personal knowledge and upon information and belief, the following 

4 causes of action against defendants and avers the following in support thereof. 

5 SUMMARY OF ACTION 

6 1. ALIC is a healthcare insurer that strives to guarantee its members high quality, 

7 comprehensive healthcare from well-qualified physicians and medical professionals, at well-equipped 

8 and professionally staffed hospitals and ancillary medical facilities, and at affordable premiums. As 

9 discussed in more detail below, ALIC offers benefit plans that provide benefits for "in-network" 

10 services rendered by a network of "participating" providers and "out-of-network" services rendered by 

11 "non-participating" providers. ALIC's benefit plans require ALIC members to contribute to the cost of 

12 care for "out-of-network" services rendered by non-participating providers through the payment of 

13 coinsurance, deductibles and other patient responsibility. 

14 2. Defendants are the owners and/or operators and/or managers of ancillary medical 

15 facilities at which physicians perform outpatient surgeries (also known as ambulatory surgical clinics 

16 ("ASCs") or outpatient clinics). Many of these same physicians are ALIC participating providers who 

17 own an interest in one or more defendant facilities ("ALIC participating physician-investors"). This 

18 lawsuit involves instances where ALIC participating physician-investors have referred their ALIC 

19 member patients to a facility defendant, a non-participating provider in which these physicians have 

20 invested and which sets its own fee for services, and these physician-investors receive a substantial 

21 portion of the defendant's profits. To induce ALIC members to use a defendant facility's out-of-

22 network services, the defendant waives the patient member's coinsurance and otherwise relieves the 

23 members from obligation to pay their charges. Each facility defendant then submits a health insurance 

24 claim to ALIC without disclosing that it has waived the member's portion of its charge or otherwise 

25 relieved the member from any obligation for its charge. 

26 3. Defendants' billing scheme is illegal inasmuch as it results in fraudulently billing ALIC , 

27 see, e.g, infra paragraphs 89-93, and fraudulently concealing from ALIC's members the dramatically 

28 increased financial cost to those members of using defendants' facilities in order for defendants to reap 
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illegal and exorbitant profits in gross violation of California statutes and common law. Indeed, as set 

2 forth in more detail below, defendants' scheme, exclusive of defendant Pacific Heights Surgery Center, 

3 has resulted in their receipt from ALIC of approximately $23 million for approximately 1900 

4 procedures, the costs for which should have only approximated $3 million -- a 771 % increase. 

5 4. Moreover, defendants' billing scheme violates California law in several respects. First, 

6 the scheme violates California's explicit proscription against the offer and/or payment of money by the 

7 defendants to its ALIC participating physician-investors as compensation or inducement for the latter's 

8 referral of ALIC members. Second, the scheme directly violates California's prohibition against ALIC 

9 participating physician-investors' referring ALIC members to a facility defendant without first 

10 disclosing in writing to the member the physician-investor's ownership interest in the facility 

11 defendant. Third, the scheme runs afoul of California's proscription against the submission of false or 

12 misleading claims to an insurer, like ALIC. Fourth, the scheme violates California's prohibition 

13 against the employment of persons to procure patients to obtain benefits under a contract of insurance 

14 or that will be the basis for a claim against an insured individual or his or her insurer. Finally, the 

15 scheme violates California's policy against the corporate practice of medicine. 

16 5. Defendants' scheme of billing at unreasonable and inflated rates deprives ALIC 

17 members of the ability to make intelligent healthcare choices. By illegally striking at the very financial 

18 core of ALIC's managed care network, their scheme also recklessly subverts and imperils ALIC's well-

19 structured and successfully functioning managed care network made up of subscribers, medical care 

20 providers and medical facilities, which has heretofore served as a proven process for delivering 

21 excellent, affordable healthcare to citizens of California. The undermining of ALIC's managed care 

22 process is the result of defendants' interference with ALIC's contractual relationships with its own 

23 members and participating physicians. Further, defendants' scheme has tortiously deprived ALIC of 

24 tens of millions of dollars to which it is entitled. 

25 6. On November 1,2011, ALIC filed a formal complaint with the California Medical 

26 Board ("Medical Board") regarding defendants' business practices pursuant to California Business and 

27 Profession Code Section 2220.08, et seq. The issues discussed above in paragraphs two through five 

28 were presented to the Medical Board in ALIC's regulatory complaint. 
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1 7. For the reasons set forth in more detail below, defendants' scheme must be promptly 

2 declared illegal to preclude its continuation and replication throughout California, and to avoid the 

3 potential consequences of irreparably damaging a system of health care delivery on which millions of 

4 citizens rely and at a time when the continued access of those citizens to affordable quality healthcare is 

5 critical. Additionally, defendants must be made to compensate ALIC for the enormous financial 

6 damage they have caused to date. 

7 JURISDICTION AND VENUE 

8 8. This Court has jurisdiction over the subject matter of this action pursuant to the 

9 California Constitution, Article VI, Section 10, because this case is not given by statute to other trial 

10 courts. 

11 9. This Court has jurisdiction over the defendants in this case because each facility 

12 defendant is headquartered in this State, is organized under the laws of this State, and because the 

13 unlawful conduct alleged in this Complaint occurred in and/or was directed at this State. Furthermore, 

14 this Court has jurisdiction over each defendant because their wrongful conduct challenged in this 

15 Complaint was directed at, and intended to have its primary effect in, this State. Finally, the individual 

16 defendants reside in California. 

17 10. Venue lies in this Court because one or more of the defendants' principal place of 

18 business is located within Santa Clara County and one or more of the defendants' wrongful acts 

19 occurred in substantial part in, or were directed toward, Santa Clara County. Venue is also proper in 

20 this Court because many of those affected by the defendants' wrongful conduct reside in this County, 

21 and many potential witnesses reside or work in this County. 

22 THE PARTIES 

23 11. Plaintiff ALIC is a Connecticut corporation with its principal place of business located 

24 at 151 Farmington Avenue, Hartford, CT 06156. ALIC conducts its business nationwide, including in 

25 the State of California. 

26 12. Defendant Bay Area Surgical Management, LLC (hereafter "BASM") is a California 

27 limited liability company with a principal place of business located at 106 Heinz Ct., Los Gatos, CA 

28 95032, and which manages six (6) ancillary medical facilities (or ASCs) at which outpatient surgeries 
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are perfonned. BASM manages six (6) of the defendant ASCs, Bay Area Surgical Group, Inc., Forest 

Surgery Center, LP, SOAR Surgery Center, LLC, Knowles Surgery Center, LLC, National Ambulatory 

Surgery Center, LLC, and Los Altos Surgery Center (collectively, the "BASM ASCs" or "BASM 

facilities"). 

13. Defendant Bay Area Surgical Group, Inc. (hereafter "BASG") is a California 

corporation with a principal place of business located at 2222 Lafayette Street, Suite 101, Santa Clara, 

CA 95050. BASG owns and operates an ASC at that address at which outpatient surgeries are 

performed. Defendant Javad Zolfaghari is the President and CEO ofBASG. 

14. Defendant Forest Surgery Center, LP (hereafter "Forest Surgery") is a California limited 

partnership with a principal place of business located at 2110 Forest A venue, Suite 2, San Jose, CA 

95128. Forest Surgery owns and operates an ASC at that address at which outpatient surgeries are 

performed. 

15. Defendant SOAR Surgery Center, LLC (hereafter "SOAR") is a California limited 

liability company with a principal place of business located at 1849 Bayshore Highway, 3rd Floor, 

Burlingame, CA 94010. SOAR owns and operates an ASC at that address at which outpatient surgeries 

are perfonned. 

16. Defendant Knowles Surgery Center, LLC (hereafter "Knowles Surgery") is a California 

limited liability company with a principal place of business located at 555 Knowles Drive, Suite 115, 

Los Gatos, CA 95032. Knowles Surgery owns and operates an ASC at that address at which outpatient 

surgeries are perfonned. 

17. Defendant National Ambulatory Surgery Center, LLC (hereafter "National 

Ambulatory") is a California limited liability company with a principal place of business located at 

15251 National Avenue, No. 207, Los Gatos, CA 95032. National Ambulatory owns and operates an 

ASC at that address at which outpatient surgeries are perfonned. 

18. Defendant Los Altos Surgery Center, Limited Partnership (hereafter "Los Altos 

Surgery") is a California limited partnership with a principal place of business located at 795 Altos 

Oaks Drive, Los Altos, CA 94024. Los Altos owns and operates an ASC at that address at which 

outpatient surgeries are perfonned. 
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1 19. Defendant Pacific Heights Surgery Center (hereafter "Pacific Heights") is a California 

2 limited liability corporation, with a principal place of business located at 3000 California Street, Second 

3 Floor, San Francisco, CA 94115. Pacific Heights owns and operates an ASC at that address at which 

4 outpatient surgeries are performed. 

5 20. Defendants Julia Hashemieh, Robert Samevesht and Javad Zolfaghari are the co-

6 founders, managing members and principals ofBASM and operate from BASM's principal place of 

7 business at 106 Heinz Ct., Los Oatos, CA 95032. Defendants Hashemieh, Samevesht and Zolfaghari 

8 are residents of the State of California. Defendant Hashemieh is the registered agent for BASM. 

9 21. ALIC is ignorant of the true names and capacities of the Defendants sued under the 

10 fictitious names DOES ONE through ONE HUNDRED inclusive. The DOE Defendants engaged in 

11 the wrongful acts alleged and also proximately caused ALIC's damages. 

12 22. At all times material and relevant hereto, defendants BASM, BASO, Forest Surgery, 

13 SOAR, Knowles Surgery, National Ambulatory and Los Altos Surgery were acting through their 

14 agents, ostensible agents, servants and/or employees, including defendants Hashemieh, Samevesht and 

15 Zolfaghari, who were acting within the scope of their authority, under the control or right to control of 

. 16 BASM, BASO, Forest Surgery, SOAR, Knowles Surgery, National Ambulatory and Los Altos Surgery, 

17 and in furtherance of the business of those defendants. 

18 23. At all times material and relevant hereto, defendants Hashemieh, Samevesht and 

19 Zolfaghari were acting as the agents, ostensible agents, servants and/or employees ofBASM, BASO, 

20 Forest Surgery, SOAR, Knowles Surgery, National Ambulatory and Los Altos Surgery, and were 

21 acting within the scope of their authority and in furtherance of the business of those defendants and 

22 under their control or right of control. 

23 24. At all times material and relevant hereto, defendant Pacific Heights was acting through 

24 its agents, ostensible agents, servants and/or employees, who were acting within the scope of their 

25 authority, under the control or right to control of Pacific Heights, and in furtherance of the business of 

26 Pacific Heights. 

27 

28 
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CONSPIRACY, AIDING AND ABETTING AND CONCERTED ACTION 

2 25. In committing the wrongful acts alleged herein, each of the defendants (excluding 

3 Pacific Heights) has pursued, or joined in the pursuit of, a common course of conduct, and acted in 

4 concert with and conspired with one another, in furtherance of their common plan or design. In 

5 addition to the wrongful conduct herein alleged as giving rise to primary liability, the defendants 

6 (excluding Pacific Heights) further aided and abetted and/or assisted each other in breach of their 

7 respective duties herein alleged. 

8 26. During all relevant times hereto, the defendants (excluding Pacific Heights), and each of 

9 them, initiated a course of conduct which was designed to and did (i) lead to the submission of 

10 fraudulent bills to ALIC and (ii) violate California law that proscribes the self-referral, kick-back, and 

11 fraudulent insurance practices involved herein. 

12 27. Each of the defendants (excluding Pacific Heights) herein aided and abetted and 

13 rendered substantial assistance in the wrongs complained of herein. In taking such actions, as 

14 particularized herein, to substantially assist the commission of the wrongdoing complained of, each 

15 defendant (excluding Pacific Heights) acted with knowledge of the primary wrongdoing, substantially 

16 assisted the accomplishment of that wrongdoing, and was aware of his or her overall contribution to, 

17 and furtherance of, the wrongdoing. The defendants' (excluding Pacific Heights) acts or aiding and 

18 abetting included, inter alia, the acts each of them are alleged to have committed in furtherance of the 

19 conspiracy, common enterprise and common course of conduct complained of herein. 

20 FACTUAL ALLEGATIONS 

21 

22 

A. 

28. 

The Delivery Of Affordable Health Care Benefits Through Provider Networks 

ALIC offers and operates health benefit Plans which provide health benefits to the 

23 employee-members of employer-groups and to individual ALIC members throughout the United States, 

24 including California, and pays health insurance claims on behalf of those members. 

25 29. ALIC's plans include "managed care" plans under which ALIC delivers comprehensive 

26 medical benefits through a "network" of medical providers who have contracted with ALIC to provide 

27 services to plan beneficiaries. 

28 
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1 30. The importance of provider networks in the delivery of affordable healthcare insurance 

2 to consumers is widely recognized. It is also a recognized fact that a health service corporation, like 

3 ALIC, must have the ability to control costs. Providing affordable health care coverage is directly 

4 related to the number of medical providers participating in ALIC's network. 

5 31. ALIC strives to guarantee that its members, whether individuals or the employees of 

6 subscriber-employers, can secure high quality, comprehensive healthcare from well-qualified 

7 physicians and medical professionals, at well-equipped and professionally staffed hospitals and 

8 ancillary medical facilities, including ASCs, and at affordable premiums. 

9 32. As explained below, ALIC endeavors to accomplish that goal through a comprehensive 

10 contract-based "network" which includes subscribers, physicians and other medical professionals, 

11 medical practice groups, hospitals and other ancillary medical facilities. 

12 33. While some competitor plans may not provide coverage for services provided "out-of-

13 network," ALIC's plans do. However, as explained in more detail below, ALIC's plans generally 

14 require its members to pay a higher portion of the cost of out -of-network services through higher 

15 deductibles and coinsurance. 

16 

17 34. 

1. "In-Network" Benefits for Services Rendered by "Participating" Providers 

Medical providers who enter into contracts with an insurer to provide medical services 

18 to the insurer's members are commonly referred to as "participating" providers. 

19 35. The contracts between the insurer and the participating provider require the provider to 

20 accept negotiated fees as payment in full for covered services. 

21 36. The member may have the financial obligation of a coinsurance under the terms of his or 

22 her ALIC benefit plan which is significantly lower than his or her coinsurance obligation for out-of-

23 network services, as discussed below. 

24 37. The agreements between the insurer and its participating providers benefit the insurer, 

25 the member, and the participating provider. 

26 38. The contract allows the insurer to deliver healthcare benefits efficiently through its 

27 provider network, to anticipate and control the costs of care, to reduce the financial risk for its plans 

28 and plan sponsors, and to promote the quality of care through its credentialing processes. 
7 

COMPLAINT 



1 39. The member, or covered person, receives affordable healthcare from qualified providers 

2 with little or no out-of-pocket cost or financial risk. 

3 40. Participating providers receive direct payment from the insurer under their agreements 

4 and avoid the risk and costs of collection from individual patients. In addition, they gain greater access 

5 to a broader volume of patients, and receive the benefit of ALIC's brand and marketing and are 

6 identified in the ALIC provider directories which are widely distributed to ALIC members. 

7 

8 

9 41. 

2. "Out-of-Network" Benefits for Services Rendered by "Non- Participating" 
Providers 

Medical providers who have not entered into contracts with the insurer are commonly 

I 0 referred to as "non-participating" providers. 

11 42. Unlike participating providers, non-participating providers have not agreed to accept 

12 negotiated rates as payment in full for services; they set their own fees for services rendered to patients 

13 subject only to the regulations which govern their practices. 

14 43. Some insurance benefit plans may not cover services provided by non-participating 

15 providers and those that do cover these services require patients to pay a significant portion of the non-

16 participating provider's charge through application of coinsurance, deductibles, and other patient 

17 responsibility. 

18 

19 

20 44. 

3. Coinsurance, Deductibles, and Other Patient Responsibility for the Cost of 
"Out-of-Network" Services 

Health benefit plans that provide for out-of-network services require the covered person 

21 to contribute to the cost of care through the payment of deductibles, coinsurance, and other patient 

22 responsibility. 

23 45. Health benefit plans that provide for out-of-network coverage typically require the 

24 member to pay between 20% to 50% (as coinsurance) ofthe reasonable charge for services rendered by 

25 an out-of-network provider as determined by ALIC. Thus, for example, if the reasonable charge by an 

26 out-of-network provider for a covered service is $100,000, then the member's coinsurance 

27 responsibility generally would be no less than $20,000 and no more than $50,000. Further, the member 

28 
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is also typically held financially responsible for the amount of any charge which exceeds the reasonable 

2 value of the services. 

3 46. Insurers ordinarily reimburse only a portion of covered charges for out-of-network 

4 services; the member is directly responsible to the out-of-network provider for the charges that are not 

5 covered by the plan or exceed the reimbursement paid by the insurer. These amounts are commonly 

6 referred to as the "patient responsibility" for which a provider will "balance bill" the member. 

7 47. The plan provisions that require the member to pay coinsurance, deductibles, and other 

8 portions of the out-of-network provider's charges for services are intended to sensitize the member to 

9 the cost of his or her healthcare, leading him or her not only to use healthcare judiciously but also to 

10 seek out providers with lower fees, which makes health insurance less expensive. 

11 48. In prohibiting the waiver of the patient's portion of the provider's charge, the 

12 Department of Health and Human Services, Office of Inspector General, explains that "[s)tudies have 

13 shown that if patients are required to pay even a small portion of their care, they will be better health 

14 care consumers, and select items or services because they are medically needed rather than simply 

15 because they are free." DHHS, OIG, Special Fraud Alert: Routine Waiver of Co payments and 

16 Deductibles Under Medicare Part B (Issued May 1991). 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

49. The Medicare "Special Fraud Alert" issued by the Department of Health and Human 

Services, Office ofInspector General, further states that the routine waiver of the patient's portion ofa 

provider's charge is unlawful "because it results in false claims, violations of the anti-kickback statute 

and excessive utilization of services." The "Alert" explains: 

A provider, practitioner or supplier who routinely waives Medicare copayments 
or deductibles is misstating its actual charge. For example, if a supplier claims 
that its charge for a piece of equipment is $100, but routinely waives the co
payment, the actual charge is $80. Medicare should be paying 80 percent of $80 
(or $64), rather than 80 percent of$100 (or $80). As a result of the supplier's 
misrepresentation, the Medicare program is paying $16 more than it should for 
this item. 

In certain cases, a provider, practitioner or supplier who routinely waives 
Medicare copayments or deductibles also could be held liable under the Medicare 
and Medicaid anti-kickback statute. 42 U.S.C. 1320a-7b(b). The statute makes it 
illegal to offer, pay, solicit or receive anything of value as an inducement to 
generate business payable by Medicare or Medicaid. When providers, 
practitioners or suppliers forgive financial obligations for reasons other than 

9 
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2 

3 

4 

5 

6 

7 

8 

9 

genuine financial hardship of the particular patient, they may be unlawfully 
inducing that patient to purchase items or services from them. 

At first glance, it may appear that the routine waiver of copayments and 
deductibles helps Medicare beneficiaries. By waiving Medicare copayments and 
deductibles, the provider of services may claim that the beneficiary incurs no 
costs. In fact, this is not true. Studies have shown that if patients are required to 
pay even a small portion of their care, they will be better health care consumers, 
and select items or services because they are medically needed, rather than simply 
because they are free. Ultimately, if Medicare pays more for an item or service 
than it should, or if it pays for unnecessary items or services, there are less 
Medicare funds available to pay for truly needed services. 

DHHS, OIG, Special Fraud Alert: Routine Waiver of Co payments and Deductibles Under Medicare 

Part B (Issued May 1991). 

50. The plan provisions that govern out-of-network services also control the cost of care and 

10 protect the insurer's network of participating medical providers by encouraging patients to use in-

11 network services. Because they can obtain quality healthcare services from participating providers at 

12 little or no out-of-pocket expense, members have good reason to select in-network services rendered by 

13 participating providers. 

14 51. Conversely, medical providers would have less reason to participate in an insurer's 

15 network (and to accept negotiated limits on their fees) if members could obtain out-of-network services 

16 from non-participating providers without paying coinsurance, deductibles or other patient 

17 responsibility. 

18 

19 

B. 

52. 

ALIC's Network 

ALIC contracts with physicians, medical professionals, medical practice groups, 

20 hospitals and other ancillary medical facilities, including ASCs. 

21 53. In exchange for greater access to a broader volume and population of patients, those 

22 participating providers agree to provide healthcare to ALIC members and to be subject to certain cost 

23 controls (e.g., a negotiated "allowed or contracted amount" as payment in full for services provided to 

24 ALIC members; collecting coinsurance, co-payments and deductibles from those members; and/or 

25 obtaining pre-certification from ALIC before rendering services to those members). 

26 54. By choosing to contract with ALIC to become a participating provider - and thus an in-

27 network provider of health services to ALIC members -- those participating providers gain access to 

28 ALIC members as patients. 
10 
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55. Furthennore, as a result of the contracts negotiated with the participating providers, 

2 overall healthcare costs are generally reduced as discussed above, which enables ALIC to secure lower 

3 premiums for its members who then have economical access to a host of quality healthcare providers. 

4 Participating providers, in tum, have more patients because their services are more affordable to ALIC 

5 members. Further, they receive the benefit of ALIC's brand and marketing and are identified in the 

6 ALIC provider directories which are available and/or distributed to ALIC members. 

7 

8 

c. 
56. 

ALIC's Plans 

ALIC's benefit plans provide that the member may elect to receive healthcare services 

9 out-of-network, or from a physician or medical professional who does not participate in the ALIC 

10 network, and/or receive those services at a hospital or other medical facility which does not participate 

11 in the ALIC network. 

12 57. However, because ALIC has no contract with the out-of-network providers, out-of-

13 network providers charge rates for the services they provide to ALIC members which exceed the rates 

14 ALIC sets with its in-network providers. 

15 58. As a result, because the medical care provided to ALIC members by out-of-network 

16 physicians and medical professionals at out-of-network hospitals or other medical facilities is not 

17 subject to any cost controls set by contract, the cost for such out-of-network care and treatment is 

18 substantially higher than the cost of the same medical care provided to members by in-network 

19 providers. 

20 59. Moreover, out-of-network providers, including each BASM ASC and Pacific Heights, 

21 are required by law to accept a "reasonable" charge for their services. California law requires that a 

22 reasonable charge must be based upon statistically credible infonnation that is updated at least annually 

23 and takes into consideration: the provider'S training, qualifications, and length oftime in practice; the 

24 nature of the services provided; the fees usually charged by the provider; prevailing provider rates in 

25 the general geographic area in which services were rendered; other aspects of the economics of the 

26 medical provider's practice that are relevant; and any unusual circumstances in the case. Cal. Code 

27 Regs. Tit. 28, Section 1300.71 (a)(3); see also Prospect Med. Group, Inc. v. Northridge Emergency 

28 Med. Group, 45 Cal. 4th 497,508, 198 P.3d 86, 93,87 Cal. Rptr. 3d 299, 307 (2009) ("[E]mergency 
11 
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room doctors do not have unfettered discretion to charge whatever they choose for emergency services 

2 ... [A]lthough emergency room doctors 'are entitled to "reasonable" compensation for the services 

3 rendered, they cannot lawfully seek unreasonable payment from anyone. "'). 

4 60. ALIC's benefit plans typically define a covered charge by an out-of-network provider 

5 as the lesser of the provider's actual charge for services, or the reasonable or "recognized charge" 

6 amount determined by ALIC pursuant to the terms and conditions of the member plan. In some 

7 circumstances, ALIC may have an agreement with a provider (either directly, or indirectly through a 

8 third party) which sets the rate that Aetna will pay for a service or supply. In these instances, the 

9 recognized charge is the rate established in such agreement. 

10 61. Pursuant to the terms of the ALIC benefit plans and policies of insurance, the member is 

11 responsible for coinsurance, payment of charges which are not covered by the plan, or amounts which 

12 exceed the reimbursement paid by ALIC. A true and correct copy of one such ALIC benefit plan is 

13 Exhibit "A" hereto. 

14 62. The amount by which the out-of-network provider's charge exceeds the amount payable 

15 under the plan is the "balance bill" discussed above. The potential for "balance billing" by out-of-

16 network providers acts as an incentive for the member to utilize ALIC's in-network providers when 

17 medically feasible and appropriate. 

18 63. When out-of-network providers such as the defendant BASM facilities submit health 

19 insurance claims to ALIC for services rendered to ALIC members, the charges for services rendered 

20 must be reasonable, and must represent the true charge for services rendered. 

21 64. Because the unchecked election of subscribers to utilize out-of-network rather in-

22 network providers would dramatically increase ALIC's reimbursement obligations and necessitate an 

23 increase in the premiums of all subscribers, ALIC's benefit plans (and those of other health insurers) 

24 incentivize ALIC's members to utilize in-network providers rather than out-of-network providers when 

25 medically feasible and appropriate. 

26 65. ALIC's benefit plans do so by requiring members to pay a higher co-insurance when 

27 using out-of-network providers, and to be responsible for charges which exceed the reimbursement paid 

28 
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by ALIC. By requiring members to have "skin in the game," consumers become better educated about 

2 the true costs of their healthcare and ALIC can keep premiums lower. 

3 66. Additionally, ALIC's contracts with its in-network providers contractually bind those 

4 providers to refer members to other in-network physicians, medical professionals, hospitals or other 

5 ancillary medical facilities, where medically feasible and appropriate, to save costs and ensure quality. 

6 Indeed, ALIC's in-network providers must meet ALIC's strict credentialing criteria. 

7 67. Through the use of the contractual safeguards noted above, ALIC members retain the 

8 freedom to utilize out-of-network providers where they deem it in their interest, but the ALIC network 

9 of participating providers retains its viability and capability for providing members with quality 

10 healthcare and lower healthcare costs in the form of reduced premiums. 

11 

12 

13 

D. 

68. 

Defendants' Assault on ALIC's Provider Network By Non-Participating ASCs and 
Their ALIC Participating Physician-Investors 

Each individual defendant and BASM manages, owns and/or operates the BASM 

14 ASCs, or has an ownership interest in one of the BASM ASCs. 

15 69. Each of the defendant BASM facilities and Pacific Heights has chosen not to become a 

16 member of the ALIC network. 

17 70. As discussed above, ALIC provides benefit plans that allow members to obtain out-of-

18 network benefits for services rendered by non-participating providers. These benefit plans require the 

19 member to pay deductibles, coinsurance and other portions of the charges for these out-of-network 

20 servIces. 

21 71. The BASM ASCs and Pacific Heights are non-participating providers at which ALIC in-

22 network participating physicians and other medical providers perform outpatient surgical procedures on 

23 ALIC members. 

24 72. Because the BASM ASCs and Pacific Heights are non-participating providers, the ALIC 

25 benefit plans require the member to pay a portion of the total fee each BASM ASC and Pacific Heights 

26 charges for services provided to the member. The ALIC benefit plans generally impose application of 

27 coinsurance on the member for approximately 20% to 30% of the reasonable value of the facility fee 

28 
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charged by each BASM ASC and Pacific Heights. And, as noted above, these plans require members 

2 to pay for any charges which exceed Aetna's reimbursement of the reasonable value. 

3 73. Certain ALIC in-network participating physicians hold ownership interests in the BASM 

4 ASCs or Pacific Heights and have maintained these ownership interests while they have enjoyed the 

5 advantages of participating in ALIC's network. While doing so, ALIC members had access to the 

6 BASM facility's or Pacific Heights' services at little or no out-of-pocket expense because the 

7 defendants routinely waive application of member coinsurance and other patient responsibility. 

8 

9 

10 74. 

1. The Self-Referral of ALIC Members By ALIC Participating Physician
Investors to Non-Participating BASM ASCs or Pacific Heights 

When ALIC members require outpatient surgery, the ALIC participating physician-

11 investors refer them to a BASM ASC or Pacific Heights, a non-participating provider in which the 

12 participating physician holds an ownership interest, in return for an increased equity interest and a 

13 greater share of its profits. 

14 75. The compensation paid to the ALIC participating physician-investor by the BASM ASC 

15 or Pacific Heights depends on the number and profitability of their referrals. Thus, there is a direct 

16 nexus between the ALIC physician-investor's percentage interest in the BASM ASC or Pacific Heights 

17 and the income the BASM ASC or Pacific Heights expects him to generate for the BASM ASC or 

18 Pacific Heights through the self-referral of the physician's ALIC members. 

19 76. The amount of the incentive or referral fee that BASM ASCs or Pacific Heights pay the 

20 ALIC participating physician-investors for their referrals is substantial. In one instance, a BASM ASC 

21 provided an ALIC participating physician an annual bonus check in the amount of $980,000. 

22 Physicians have been promised 805% return on investment, and greater. 

23 

24 

25 77. 

2. The Waiver of Coinsurance, Deductibles and Other Patient Responsibility 
by the Non-Participating BASM ASCs 

To induce ALIC members to agree to the non-participating ASC facility, BASM ASCs 

26 and Pacific Heights routinely waive all coinsurance and other patient responsibility under ALIC's 

27 benefit plans, and relieve the member of financial responsibility for portions of the charge for services 

28 by the BASM ASCs or Pacific Heights. 
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78. ALIC's benefit plans generally require the member to pay 20% to 30% of the BASM 

2 ASC's or Pacific Heights' reasonable charges for its services through coinsurance, deductibles and 

3 other patient responsibility. 

4 79. BASM ASCs and Pacific Heights routinely do not charge the ALIC members for the 

5 members' portion of the ASCs' fees. 

6 80. BASM ASCs and Pacific Heights instead routinely instruct ALIC members that the 

7 members will not be balanced billed and are not responsible for the payment of deductibles, 

8 coinsurance and other patient responsibility. 

9 81. Moreover, the ALIC participating physician-investors fail to adequately disclose to the 

10 ALIC members that the physician-investor has an ownership or a financial interest and/or an incentive 

11 to refer the member to the BASM ASC or Pacific Heights. 

12 

13 

14 

15 82. 

3. Submission of Health Insurance Claims by the Non- Participating BASM 
ASCs and Pacific Heights that Misrepresent Their Charges and Fail to 
Disclose Their Routine Waiver of Coinsurance, Deductibles and Other 
Patient Responsibility 

For each outpatient surgery performed at BASM ASCs or Pacific Heights on ALIC 

16 members, the ALIC participating physician-investors submit a health insurance claim form to ALIC for 

17 his or her "professional fee" for the surgical procedure. 

18 83. BASM ASCs and Pacific Heights submit to ALIC separate health insurance claim 

19 forms for their "facility fee" for the use of their facilities and related supplies associated with the care 

20 provided to ALIC members. 

21 84. The health insurance claim form used by BASM ASCs and Pacific Heights requires 

22 them to state their "charges" for the use of their facility for each procedure involving ALIC members. 

23 85. Coinsurance, deductibles and other patient responsibility are the portion of BASM 

24 ASCs' and Pacific Heights' charges for which the ALIC members are responsible. 

25 86. As set forth above, although these amounts (coinsurance, deductibles and other patient 

26 responsibility) are included in the BASM ASCs' and Pacific Heights' aggregate "charges" billed to 

27 ALIC, as part of the scheme alleged, they do not intend to collect or to bill the ALIC member for this 

28 patient portion of their charges. 
15 
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1 87. Moreover, the BASM ASCs and Pacific Heights never disclose to ALiC that they have 

2 waived the member's payment of coinsurance and other patient responsibility. 

3 88. Because BASM ASCs and Pacific Heights routinely waive the ALIC members' 

4 coinsurance and other patient responsibility, they inflate their charges submitted to ALiC without 

5 objection from the ALIC member. 

6 89. Similarly, pursuant to their scheme, the charges submitted by the BASM facilities and 

7 Pacific Heights to ALIC were, and are, artificially inflated charges because the facility does not collect, 

8 nor does it intend to collect, any member portion of the charges submitted by BASM ASCs or Pacific 

9 Heights. The facilities' charges are artificially inflated because they are much greater than the amount 

10 the facility expects to be paid (an amount that would cover their costs plus a reasonable profit), which 

11 is reflected by the fact that the facility does not collect those charges from the member. Under ALiC's 

12 benefit plans, ALiC has no obligation to pay charges for services that are not actually incurred by, or 

13 charged to, the member and defendants' charges are thus false, inflated, and unreasonable under 

14 California law. 

15 90. For example, Exhibit "C" reflects the claims data for BASO from October 2008 

16 through September 2011, paid by ALiC through September 2011. During this period of time, among 

17 the 324 total number of procedures that BASO submitted as charges to ALlC, is a charge BASO sent 

18 regarding the "correction of bunion" for an ALiC member. Exhibit "e" (procedure 28299). In the 

19 claim form submitted by BASO, BASO represented that the "reasonable" facility charge for this 

20 procedure was $66,100. 

21 91. At the time BASO made this representation to ALlC, BASO knew that it was not going 

22 to collect the 20% coinsurance portion the ALiC member owed under the ALiC Plan for the facility 

23 charge for the bunion procedure .. Upon information and belief, BASO never did collect $10,576, or 

24 20% of the Total Allowed Amount {20% of$52,880 (total allowed amount» from the ALiC member as 

25 BASO sought no coinsurance or other compensation of any other kind from the ALiC member. When 

26 BASO submitted its claim for $66,100, it did so with the intent and expectation that ALIC would remit 

27 payment for 80% of that total of$66,100 in accordance with that misrepresentation. 

28 
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92. After BASO submitted its claim for $66,100, ALIC did in fact remit payment to BASO 

2 in the amount of $52,880 (80% of $66, 1 00) - an amount calculated based on the misrepresentation 

3 made by BASO that the nonnal and customary charge it was going to collect was $66,100 and that 

4 BASO expected and intended ALIC to pay at the time it submitted the claim to ALIC for payment. But 

5 for BASO's misrepresentation, ALIC should have been charged no more than $42,304 ($52,880 (total 

6 allowed amount) less $10,576 (the member's waived 20% coinsurance portion». As a result, ALIC 

7 should not have been required to pay BASO more than $42,304 ($52,880 x ALIC's 80% 

8 responsibility). 

9 93. BASO was therefore successful in inducing ALIC to overpay for facility services 

10 provided to the ALIC member, and damaged ALIC at least in the amount of$10,576 ($52,880 (amount 

11 ALIC actually paid) less $42,304 (most ALIC should have been required to pay». 

12 94. The example described above in paragraphs 89-93 illustrates the standard practice for 

13 each defendant facility ASC as memorialized in Exhibits "e" (BASO); "D" (Forest Surgery"); "E" 

14 (SOAR); "F" (National Ambulatory); "G" (Los Altos); "U" (Pacific Heights). Each time a defendant 

15 ASC submitted a claim for a service provided to an ALIC member, the amount charged did not 

16 accurately reflect the fact that the defendant was not going to collect the ALIC member's coinsurance, 

17 deductible, or other patient responsibility. Thus, the defendant ASC's representation was false and 

18 made with the intent to induce ALIC to overpay for the services provided to ALIC's member. Most of 

19 the times ALIC remitted payment to the defendant ASC in accordance with those false statements, 

20 ALIC was in fact damaged. 

21 95. In addition, the scheme of each defendant BASM facility (and Pacific Heights 

22 separately) includes (but, on infonnation and belief, is not limited to) the following: 

23 

24 

25 

26 

27 

28 

(a) 

(b) 

Inducing ALIC's participating physicians to obtain an equity interest in the 
defendant facilities and incentivizing these physicians to refer ALIC members to 
the BASM facilities or Pacific Heights in exchange for a return on investment 
which far exceeds fair market value. A true and correct copy of a BASM 
profonna document provided to one of ALIC's in-network physicians 
highlighting BASM's projected annualized return of investment of 805%, for 
example, is Exbibit "B" hereto; 

"Cherry-picking" by the BASM management team of those patients with the 
most substantial insurance benefits afforded by ALIC and other healthcare 
insurers, and directing the ALIC participating physician-investors who have an 
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2 

3 

4 

5 

6 

7 

96. 

97. 

(c) 

equity interest in the defendant ASCs to schedule these "cherry-picked" patients 
for surgery at a specified BASM facility; 

Remunerating ALIC's participating physicians in an amount materially in excess 
of the value of the services provided by those physicians or not commensurate 
with the fair market value of any premises or equipment provided to the 
defendant by that in-network physician; and, 

(d) Establishing and maintaining business practices, profit sharing and accounting in 
violation of California's prohibition on the corporate practice of medicine. 

Prior to March 2010, ALIC did not reasonably suspect defendants' scheme. 

On or about March 2010, at a meeting of the California Ambulatory Surgery Association 

8 ("CASA"), an ALIC managerial employee was advised by an attendee that physicians had been given a 

9 document (a true and correct of which is Exhibit "B" hereto) attempting to induce them to obtain an 

10 equity interest in one ofBASM's facilities and incentivizing the recipient physicians to refer insured 

11 members to that facility. Specifically, that "pro forma" document highlighted defendant National 

12 Ambulatory's projected annualized return on investment of 805% to physician-investors. According to 

13 that attendee, potential physician-investors were also told that, if they were to obtain an equity interest 

14 in National Ambulatory, and if the physician-investor brought in only two "out-of-network" cases per 

15 month, the physician-investor could earn $15,000 monthly. 

16 98. Upon receiving that information from the CASA attendee in March 2010, ALIC 

17 commenced a preliminary investigation which resulted in ALIC's May 20, 2010 request to the Office 

18 of the Inspector General of the Department of Health and Human Services, the Attorney General of 

19 California, the Medical Board of California, and the California Department of Public Health that they 

20 commence an investigation into the arrangement contemplated by National Ambulatory's pro forma 

21 document. 

22 

23 

E. 

99. 

Increased Healthcare Costs and Financial Damage Caused by Defendants' Scheme 

By using illegal practices which constitute unfair competition, defendants' scheme has 

24 financially damaged ALIC by increasing the amount of out-of-network payments ALIC might 

25 otherwise be required to make. 

26 100. As a result of defendants' scheme, BASG received payments from ALIC for procedures 

27 performed at its ASC on ALIC members which were, on average, 1135% higher than ALIC paid its in-

28 network providers in the same geographic area for those same procedures. As set forth in the 
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spreadsheet which is Exhibit "e" hereto, which compares the procedures performed at BASG's ASC 

2 on ALIC members with those performed by ALIC's in-network providers in the same geographic area, 

3 and compares the allowed ALIC payments regarding same, BASG dramatically increased the cost of 

4 healthcare by approximately $4,895,945, which increases continue to accrue. 

5 101. As a result of defendants' scheme, Forest Surgery received payments from ALIC for 

6 procedures performed at its ASC on ALIC members which were, on average, 554% higher than ALIC 

7 paid its in-network providers in the same geographic area for those same procedures. As set forth in 

8 the spreadsheet which is Exhibit "D" hereto, which compares the procedures performed at Forest 

9 Surgery's ASC on ALIC members with those performed by ALIC's in-network providers in the same 

10 geographic area, and compares the allowed ALIC payments regarding same, Forest Surgery has 

11 dramatically increased the cost of healthcare by approximately $7,292,331, which increases continue to 

12 accrue. 

13 102. As a result of defendants' scheme, SOAR received payments from ALIC for procedures 

14 performed at its ASC on ALIC members which were, on average, 513% higher than ALIC paid its in-

15 network providers in the same geographic area for those same procedures. As set forth in the 

16 spreadsheet which is Exhibit "E" hereto, which compares the procedures performed at SOAR's ASC 

17 on ALIC members with those performed by ALIC's in-network providers in the same geographic area, 

18 and compares the allowed ALIC payments regarding same, SOAR has dramatically increased the cost 

19 of healthcare by approximately $1,554,459, which increases continue to accrue. 

20 103. As a result of defendants' scheme, National Ambulatory received payments from ALIC 

21 for procedures performed at its ASC on ALIC members which were, on average, 725% higher than 

22 ALIC paid its in-network providers in the same geographic area for those same procedures. As set 

23 forth in the spreadsheet which is Exhibit "F" hereto, which compares the procedures performed at 

24 National Ambulatory's ASC on ALIC members with those performed by ALIC's in-network providers 

25 in the same geographic area, and compares the allowed ALIC payments regarding same, National 

26 Ambulatory has dramatically increased the cost of healthcare by approximately $4,941,836, which 

27 increases continue to accrue. 

28 
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104. As a result of defendants' scheme, Los Altos received payments from ALIC for 

2 procedures perfonned at its ASC on ALIC members which were, on average, 1,030% higher than ALIC 

3 paid its in-network providers in the same geographic area for those same procedures. As set forth in 

4 the spreadsheet which is Exhibit "G" hereto, which compares the procedures perfonned at Los Altos 

5 ASC on ALIC members with those performed by ALIC's in-network providers in the same geographic 

6 area, and compares the allowed ALIC payments regarding same, Los Altos has dramatically increased 

7 the cost of health care by approximately $866,725, which increases continue to accrue. 

8 105. As a result of defendant's scheme, Pacific Heights received payments from ALIC for 

9 procedures perfonned at its ASC on ALIC members which were, on average, 560% higher than ALIC 

10 paid its in-network providers in the same geographic area for those same procedures. As set forth in 

11 the spreadsheet which is Exhibit "H" hereto, which compares the procedures performed at Pacific 

12 Heights on ALIC members with those performed by ALIC's in-network providers in the same 

13 geographic area, and compares the allowed ALIC payments regarding same, Pacific Heights has 

14 dramatically increased the cost of healthcare by approximately $2,991,364, which increases continue to 

15 accrue. 

16 106. As set forth in the spreadsheet which is Exhibit "I" hereto, which compares the 

17 procedures perfonned at all of the BASM ASC facilities, but for Knowles Surgery, on ALIC members 

18 with those performed by ALIC's in-network providers in the same geographic area, and compares the 

19 allowed payments regarding same, those BASM ASC facilities received payments which were, on 

20 average, 771% higher than ALIC paid its in-network providers in the same geographic area for those 

21 same procedures. 

22 107. ALI C avers, upon information and belief, that as a result of defendants' scheme, 

23 Knowles Surgery received payments from ALIC for procedures perfonned at its ASC on ALIC 

24 members which were, on average, an exorbitant percentage higher than ALIC paid its in-network 

25 providers in the same geographic area for those same procedures, and that Knowles Surgery caused 

26 dramatic increases in the cost of healthcare, which increases continue to accrue. 

27 

28 
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2 

FIRST CAUSE OF ACTION: 
Unfair Competition in Violation of the California 

Business and Professions Code Section 17200, et seq. 
(Against All Defendants) 

3 108. ALIC incorporates each of the foregoing paragraphs as though set forth at length. 

4 109. Defendants' scheme as set forth above constitutes an unlawful, unfair and fraudulent 

5 business practice in violation of the California Business and Professions Code, Section 17200, et seq., 

6 the Unfair Competition Law ("UCL"). 

7 110. Defendants' scheme is likewise an unlawful business practice because it violates 

8 mUltiple California statutes. 

9 111. Defendants' scheme as set forth above is an unfair business practice in that it offends the 

10 established public policy of California to protect consumers and is unethical, oppressive. unscrupulous, 

11 immoral, and substantially injurious to California consumers. 

12 A. Defendants' Scheme is Unlawful 

13 112. Defendants' scheme violates the California Business and Professions Code, Section 

14 17200, et seq., including Section 650, which makes it illegal for defendants to offer any commission, 

15 preference or other consideration, whether in the form of money or otherwise, as compensation or 

16 inducement for the referral of patients, clients or customers. 

17 113. Defendants' scheme aids and abets the violation of the California Business and 

18 Professions Code. Section 654.2, which makes it unlawful for any person, including a physician, to 

19 refer a patient to an organization in which that person has a significant beneficial interest unless that 

20 interest is first disclosed in writing to the patient. 

21 114. Defendants' scheme violates the California Penal Code, Section 550(b), which makes it 

22 unlawful to submit a false or misleading claim to an insurer. 

23 115. Defendants' scheme violates the California Insurance Code, Section 750, which 

24 provides that any person who engages in the practice of presenting claims under policies of insurance 

25 and who offers or delivers any rebate, refund, commission or other consideration as compensation or 

26 inducement to any person for the referral or procurement of clients, cases, patients or customers, is 

27 guilty of a crime. 

28 
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116. Defendants' scheme violates the California Insurance Code, Section 1871.7, which 

2 makes it unlawful to knowingly employ persons to procure patients to obtain benefits under a contract 

3 of insurance or that will be the basis for a claim against an insured individual or his or her insurer. 

4 117. Defendants' scheme, through which BASM and defendants Hashemieh, Sarnevesht and 

5 Zolfaghari manage the BASM facilities and "cherry-pick" those patients with the most substantial 

6 benefits afforded by ALIC and other healthcare insurers for surgery at BASM facilities (a practice 

7 which ALIC believes Pacific Heights similarly follows), violates directly or indirectly California's 

8 Business and Professions Code Sections 205.2, 2400, 2408,2409, and 2410 (California's policy against 

9 the corporate practice ofmedicine)(see also California Corporate Code Sections 13401, 13401.3, and 

10 1340.5), which are designed to protect the public from possible abuses stemming from commercial 

11 exploitation of the practice of medicine. 

12 B. Defendants' Scheme is Unfair 

13 118. Defendants' scheme additionally is unfair because it deprives ALlC's members of 

14 knowledge of the true cost of their healthcare, and other material information, necessary for those 

15 members to intelligently exercise their personal options to maximize their healthcare and minimize the 

16 costs associated with those choices. 

17 119. Defendants' scheme likewise is unfair because the scheme increases the cost of 

18 healthcare for ALIC's members because, as set forth above, they are responsible for a higher 

19 contribution and/or paying a higher percentage of the costs of the services provided by the out-of-

20 network provider than had the same service been received from an in-network provider, per the terms 

21 of their plan or policy. Indeed, the billed costs by the defendant BASM facilities and Pacific Heights 

22 may exceed ALIC's in-network negotiated rates ten-fold or more. 

23 120. Additionally, defendants' scheme is unfair because their financial exploitation of 

24 ALIC's network of subscribers and participating physicians has eroded -- and will continue to erode --

25 the case volume and consequent income of ALIC's contracted physicians, hospitals and ancillary 

26 medical facilities in the geographic vicinity of each of the defendants. 

27 
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121. Thus, as a consequence of defendants' scheme, the financial viability of ALiC's 

2 contracted physicians, medical professionals, hospitals and other ancillary medical facilities is 

3 compromised and their incentive and willingness to remain a part of the ALIC network is dissipated. 

4 122. The increased costs to ALIC attributable to defendants' scheme drives up the cost of 

5 health insurance coverage to the detriment of all ALIC subscriber-employers and members. 

6 C. Defendants' Scheme is Fraudulent 

7 123. ALIC members are likely to be deceived by defendants' scheme because the members 

8 do not understand that the members' referrals to the BASM facilities or Pacific Heights are 

9 substantially due to the inadequately disclosed ownership interests the ALIC participating physician-

10 investors have in the BASM facilities or Pacific Heights (inadequately disclosed conflicts of interests) 

11 by and through which these physicians receive compensation in substantial amounts far in excess of the 

12 value of their services or other consideration provided by these physicians. 

13 124. Defendants' scheme, as described above generally and in paragraphs 88-93 specifically, 

14 is fraudulent because it results in the BASM facilities submitting to ALIC artificially inflated charges 

15 that constitute fraudulently billing. Each artificially inflated charge submitted by defendants to ALIC 

16 constitutes a misrepresentation that defendants knew to be false and which was made with the purpose, 

17 intent and effect of causing ALIC to reimburse defendants at artificially inflated levels. 

18 125. ALIC reasonably relied upon these artificially inflated charges in reimbursing the 

19 defendant facilities for procedures these defendants performed for ALiC's members, resulting in harm 

20 toALIC. 

21 126. The BASM ASCs' scheme alone already has resulted in their receipt of approximately 

22 $23 million for approximately 1,900 procedures, the costs for which should have only approximated $3 

23 million -- a 771 % increase. 

24 127. Pursuant to Sections 17200 and 17203 of the California Business and Professions Code, 

25 ALiC is entitled to an Order enjoining each of the defendants from their unfair competitive acts. 

26 128. Further, as a direct and proximate cause of defendants' violation of the VCL, defendants 

27 and each of them have been unjustly enriched and should be required to make restitution to ALiC or to 

28 disgorge their ill-gotten gains pursuant to the VCL Section 17203. 
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1 129. ALIC demands judgment against defendants and each of them for injunctive relief 

2 ordering defendants and each of them to cease the illegal. unfair and/or fraudulent practices complained 

3 of herein. restitution and/or disgorgement of funds received by defendants and each of them as alleged 

4 herein. 

5 130. As a result of defendants' scheme, ALIC has suffered harm as described in paragraphs 

6 88-93 and 98-106. 

7 131. Further, as a direct and proximate cause of defendants' violation of the VCL, defendants 

8 and each of them have been unjustly enriched and should be required to make restitution to ALIC or to 

9 disgorge their ill-gotten gains pursuant to the UCL Section 17203. 

10 132. ALIC demands judgment against defendants and each of them for injunctive relief 

11 ordering defendants and each of them to cease the illegal, unfair and/or fraudulent practices complained 

12 of herein, restitution and/or disgorgement of funds received by defendants and each of them as alleged 

13 herein. 

14 SECOND CAUSE OF ACTION: 
Intentional Interference with ALIC's Contractual Relations with its Members 

15 (Against All Defendants) 

16 133. ALIC incorporates each of the foregoing paragraphs as though set forth at length. 

17 134. At all times complained of herein; ALIC maintained valid contractually binding health 

18 benefit plans with its members. 

19 135. At all times complained of herein, defendants and each of them were aware of these 

20 contractually binding health benefit plans. 

21 136. Defendants and each of them intentionally undertook the foregoing acts to induce a 

22 breach or disruption of these contractual relationships. 

23 137. The acts complained of herein as against defendants and each of them resulted in a 

24 breach or disruption of these contracts. 

25 138. Defendants' interference with ALIC's members is wrongful and has been done -- and 

26 continues to be done without any right or privilege to do so. 

27 139. As a result of defendants' scheme, ALIC has been caused to suffer those damages set 

28 forth in the foregoing paragraphs. 
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1 140. Each of the defendants formed and operated a conspiracy in support and in furtherance 

2 

3 

4 

5 

6 

7 

of the unlawful scheme described above, engaged in the wrongful conduct described above in 

furtherance of the conspiracy, and caused the damages described above which resulted from 

defendants' wrongful conduct. 

TIDRD CAUSE OF ACTION: 
Intentional Interference with ALIC's Contractual Relations with its 

In-Network Participating Providers 
(Against All Defendants) 

8 141. ALIC incorporates each of the foregoing paragraphs as though set forth at length. 

9 142. At all times complained of herein, ALIC maintained valid contractual relations with its 

10 participating or contracted in-network physicians, medical professionals, hospitals and other ancillary 

11 medical facilities. 

12 143. At all times complained of herein, defendants and each of them were aware of these 

13 contractually binding relationships. 

14 144. Defendants and each of them intentionally undertook the foregoing acts to induce a 

15 breach or disruption of these contractual relationships. 

16 145. The acts complained of herein as against defendants and each of them resulted in a 

17 breach or disruption of these contracts. 

18 146. Defendants' interference with ALIC's contractual relations with its participating or 

19 contracted in-network providers is wrongful and has been done -- and continues to be done -- without 

20 any right or privilege to do so. 

21 147. As a result of defendants' scheme, ALIC has been caused to suffer those damages set 

22 forth in the foregoing paragraphs. 

23 148. Each of the defendants formed and operated a conspiracy in support and in furtherance 

24 of the unlawful scheme described above, engaged in the wrongful conduct described above in 

25 furtherance of the conspiracy, and caused the damages described above which resulted from 

26 defendants' wrongful conduct. 

27 

28 
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FOURTH CAUSE OF ACTION: 
Fraud 

2 
(Against All Defendallts) 

3 149. ALIC incorporates each of the foregoing paragraphs as though set forth at length. 

4 150. The California Civil Code, Section 1709 provides that one who willfully deceives 

5 another with intent to induce him to alter his position to his injury or risk is liable for any damage 

6 which he thereby suffers. 

7 151. Defendants' scheme as set forth above has been carried out with the intent to induce 

8 ALIC -- and has induced ALIC -- to pay each defendant BASM facility and Pacific Heights for the 

9 services their ASC rendered to ALIC members in an amount in excess of the value of the service 

10 rendered or in an amount which otherwise fails to reflect the defendant's deceitful purported waiver or 

11 reduction of the contribution and/or other amounts due from the member under his/her contract with 

12 ALIC. 

13 152. Defendants submission of health insurance claim forms to ALIC for their stated charge 

14 without disclosing their waiver of coinsurance and other patient responsibility is fraudulent because the 

15 charge in the form overstates the facility defendant's charge for services. 

16 153. Because defendants at all relevant times intended to forgive the ALIC member's 

17 coinsurance, deductibles and/or other patient responsibility when they submitted health insurance claim 

18 forms to and for payment by ALIC, the defendants knew the statement of fees included in each form 

19 was false. 

20 154. As a result of defendants' scheme, ALIC has been caused to suffer those damages set 

21 forth in the foregoing paragraphs. 

22 155. Each of the defendants formed and operated a conspiracy in support and in furtherance 

23 

24 

25 

26 

27 

of the unlawful scheme described above, engaged in the wrongful conduct described above in 

furtherance of the conspiracy, and caused the damages described above which resulted from 

defendants' wrongful conduct. 

FIFTH CAUSE OF ACTION: 
Declaratory Judgment 

(Against All Defendants) 

28 156. ALIC incorporates each of the foregoing paragraphs as though set forth at length. 
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1 157. ALIC is an interested party in the validity and enforcement of the provisions of its 

2 benefit plans that pertain to the financial responsibility of ALIC members and ALIC with respect to the 

3 payment of charges submitted by non-participating providers, where there exists an actual controversy 

4 relating to the legal rights and duties of the parties. 

5 158. ALIC therefore seeks a declaration of rights and duties of ALIC under its benefit plans 

6 

7 

8 

9 

10 

to pay any portion of any charge submitted by a non-participating provider who, inter alia, employs a 

patient referral policy in violation of California law and relieves the ALIC member of the obligation to 

pay all or a portion of the non-participating provider's charge. 

SIXTH CAUSE OF ACTION: 
Unjust Enrichment 

(Against All Defendants) 

11 159. ALIC incorporates each of the foregoing paragraphs as though set forth at length. 

12 160. Defendants and each of them have availed themselves of the benefit plans established by 

13 ALIC to divert ALIC member patients to one or more of the out-of-network facilities owned and/or 

14 operated by defendants and/or their agents, the effect of which results in defendants, and each of them, 

15 waiving the member's coinsurance and otherwise relieving the member from any obligation for its 

16 charge, and receiving substantial financial benefits at the expense of ALIC. 

17 161. In connection with the conduct complained of herein, the BASM ASCs' scheme alone 

18 has resulted in their receipt of approximately $23 million for approximately 1900 procedures, the costs 

19 for which should have only approximated $3 million -- a 771 % increase. 

20 162. Defendants, and each of them, knowingly and willingly accepted those monetary 

21 benefits from ALIC. 

22 163. Under the circumstances, it would be inequitable for defendants, and each of them, to 

23 retain such benefits at the expense of ALIC. 

24 164. ALIC is entitled to recover from defendants and each of them all amounts wrongfully 

25 collected and improperly retained by defendants, plus interest thereon. 

26 165. As a direct and proximate cause of defendants' unjust enrichment, ALIC has suffered 

27 injury and is entitled to reimbursement, restitution and disgorgement from defendants and each of them 

28 of the benefits conferred by ALIC. 
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1 166. As a direct and proximate result of defendants' misconduct as set forth herein, 

2 defendants have been unjustly enriched. 

3 PRAYER FOR RELIEF 

4 WHEREFORE, plaintiff prays for judgment and relief as follows: 

5 

6 

1. 

2. 

Entering judgment in favor of plaintiff and against defendants and each of them; 

As to the First Cause of Action, plaintiff seeks injunctive relief ordering defendants and 

7 each of them to cease the illegal, unfair and/or fraudulent practices complained of herein, a declaration 

8 that such practices are illegal, unfair and/or fraudulent, restitution and/or disgorgement of funds 

9 received by defendants. 

10 3. As to the Second, Third and Fourth Causes of Action, plaintiff seeks an award of 

11 damages. 

12 4. As to the Sixth Cause of Action, plaintiff seeks and award of restitution and/or 

13 disgorgement. 

14 5. As to the Fifth Cause of Action. plaintiff seeks a declaration by the Court of rights and 

15 duties of ALIC under its benefit plans to pay any portion of any charge submitted by a non-

16 participating provider who, inter alia, employs a patient referral policy in violation of California law 

17 and relieves the ALIC member of the obligation to pay all or a portion of the non-participating 

18 provider's charge. 

19 6. That any award of damages and/or restitutionldisgorgement be granted jointly and 

20 severally, in an amount to be determined at trial. with prejudgment interest at the maximum rate 

21 allowed by law; 

22 7. Attorneys fees pursuant to California Code of Civil Procedure § 1021.5, because the 

23 relief sought herein, if granted, will vindicate important rights affecting the public interest, including, 

24 but not limited to California's proscriptions against the practices summarized in Paragraphs 3 and 4 

25 above, and described specifically throughout this Complaint. 

26 

27 

28 

8. Grant such other and further relief as may be just and proper. 

28 
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JURY TRIAL DEMANDED 

2 ALIC demands a jury trial of all triable issues. 

3 Date: February 2, 2012 
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Respectfully submitted, 

BERMAN DEVALERIO 

Joseph J. Tabacco, Jr. 
Matthew Ruan 
One California Street, Suite 900 
San Francisco, CA 94111 
Telephone: (415) 433-3200 
Facsimile: (415) 433-6382 

Richard A. Sprague (application pending 
for pro hac vice) 

Joseph R. Podraza, Jr. (application pending 
for pro hac vice) 

Lawrence R. Woehrle (application pending 
for pro hac vice) 

SPRAGUE & SPRAGUE 
135 S. 191h Street, Suite 400 
Philadelphia, P A 19103 
Telephone: (215) 561-7681 
Facsimile: (215) 561-6913 

Counsel Jor Plaintiff Aetna Life Insurance Company on 
lIs Own Behalf and as Claims Administrator Jor Self
Funded Plan Sponsors 
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Preface (CR-9N-02-005-03 CA) 

Aetna Life Insurance Company (ALIC) is pleased to provide you with this Booklet-Certificate.· Read this Booklet-Certificate 
carefully. This insurance is underwritten by Aetna Life Insurance Company of Hartford, Connecticut (referred to as 
Aetna). 

This Booklet-Certificate is part of the Croup Insurance Poliry between Aetna Life Insurance Company an~ the Policyholder. 
The Croup Insl/rance Poliry determines the terms and conditions of coverage. Aetna agrees with the Policyholder to 
provide coverage in accordance with the conditions, rights, and privileges as set forth in this Booklet-Certificate. The 
Policyholder selects the insurance products and benefit levels. Throughout this insured Booklet-Certificate, they may 
be referred to as "the Plan" or "this Plan". A person covered under this plan and their covered dependents are subject 
to all the conditions and provisions of the Croup Insurance Poliry. 

The Booklet-Certificate describes the rights and obligations of you and Aetna, what the plan covers and how benefits are 
paid for that coverage. It is your responsibility to understand the terms and conditions inthis Booklet-Certificate. Your 
Booklet-Certificate includes the Schedule of Bendits and any amendments or riders. 

If you become insured, this Booklet-Cernjicate becomes your Cernjicate of Coverage under the Croup Insurance Poliry, and it 
replaces and supersedes all certificates describing similar coverage that Aetna previously issued to you. 

Group Policyholder: 
Group Policy Number: 
Effective Date: 
Issue Date: 
Booklet-Certificate Number: 

WARNING 

Cepheid, Inc. 
GP-883835 
July 1,2010 
November 16, 2010 
1 

THE INSURANCE DESCRIBED IN THIS BOOKLET-CERTIFICATE IS A GATEKEEPER"PPO PLAN. 
COVEREP EXPENSES INCURRED BY A COVERED DEPENDENT WHO LIVES OUTSIDE THE 
SERVICE AREA AND AWAY FROM THE PRINCIPAL RESIDENCE OF THE EMPLOYEE WILL BE PAID 
AT THE NON-PREFERRED LEVEL. EMERGENCY CARE, HOWEVER, WILL BE PAID AT THE 
PREFERRED LEVEL. 

IN ORDER FOR COVERED EXPENSES TO BE PAID AT THE PREFERRED LEVEL, MOST OF 
YOUR CARE AND TREATMENT MUST BE PROVIDED BY OR ACCESSED THROUGH YOUR 
PREFERRED CARE PHYSICIAN (PCP). 

NOT ALL OF THE COVERED SERVICES OFFERED AT THE PREFERRED LEVEL MAY BE 
PROVIDED IF THEY ARE RECEIVED FROM A NON-PREFERRED PROVIDER. ALSO, ANY 
SERVICES PROVIDED BY AN NON-PREFERRED PROVIDER WILL BE PAID AT A LOWER 
PERCENTAGE AND MAY BE SUBJECT TO A LOWER NUMBER OF DAYS/VISTS LIMITATION, 
LOWER MAXIMUM BENEFITS, HIGHER OUT-OF-POCKET LIMIT AND A HIGHER 
DEDUCTIBLE 

PLEASE REFER TO THE CLOSSARYFOR A DEFINITION OF YOUR SERVICE AREA. 

A LISTING OF ALL PREFERRED PROVIDERS IN YOUR SERVICE AREA:NlA YBE ACCESSED AT 
£\NY TIME BY VISITING W\\!\'CAET\L-\.COiVI AND SELECTING "FIND A DOCTOR". 



NOTICE 

If you have a complaint because you are unable to access medical care in a timely manner, you may contact Aetna's 
Customer Service at the number shown on your ID card or you may write to us at: 

Ronald A. Williams 

Customer Service 
Aetna Ufe Insurance Company 

151 Farmington Avenue 
Hartford CT 06156 

or you may contact: 

California Department of Insurance 
Consumer Services Division 

300 Spring Street 
South Tower 

Los Angeles CA 90013 
1-800-927 -HELP 
1-800-927-4357 

Chairman, Chief Executive Officer and President 

Aetna Life Insurance Company 
(A Stock Company) 

Importan t Information Regarding Availability of Coverage (GR-9N 02-005 02) 

No services are covered under this Booklet-Certificate in the absence of payment of current premiums subject to the 
Crace Period and the Premium section of the Croup InStirance PoliO'. 

Unless specifically provided in any applicable termination or continuation of coverage provision described in this 
Booklet-Certificate or under the terms of the Croup InstfrallcePoliO', the plan does not pay benefits for a loss or claim for a 
health care, medical or dental care expense incurred before coverage starts under this plan. 

This plan will not pay any benefits for any claims, or expenses incurred after the date this plan terminates. 

This provision applies even if the loss, or expense, was incurred because of an accident, injury or illness that 
occurred, began or existed while coverage was in effect. 

Please refer to the sections, "Termination 0/ Coverage (Extension of Bengits)" and "Continuation o/Coveragi' for more details 
about these provisions. 

Benefits may be modified during the term of this plan as specifically provided under the terms of the Croup Insurance 
Poliry or upon renewal. If benefits are modified, the revised benefits (including any reduction in benefits or elimination 
of benefits) apply to any expenses incurred for services or supplies furnished on or after the effective date of the plan 
modification. There is no vested right to receive any benefits described in the Croup Insurance Poliry or in this Booklet
C&ltzjicate beyond the date of termination or renewal including if the service or supply is furnished on or after the 
effective date of the plan modification; but prior to your receipt of amended plan documents. 
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Coverage for You and Your Dependents 

Health Expense Coverage 

Benefits are payable for covered health care expenses that are incurred by you or your covered dependents while 
coverage is in effect. Ari expense is "incurred" on the day you receive a health care service or supply. 

Coverage under tills plan is non-occupational. Only non-occupational injuries and non-occupational illnesses are 
covered. 

Refer to the What the Plan Covers section of the Booklet-Certificate for more information about your coverage. 

Treatment Outcomes of Covered Services 
Aetna is not a provider of health care services and therefore is not responsible for and does not guarantee any results 
or outcomes of the covered health care services and supplies you receive. Except for Aetna RX Home Delivery LLC, 
providers of health care services, including hospitals, institutions, facilities or agencies, are independent contractors 
and are neither agents nor employees of Aetna or its affiliates. 
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When Your Coverage Begins 
(GR-9N 29-005-01 G-1) 

Throughout this section you will find information on who can be covered under the plan, how to enroll and what to 
do when there is a change in your life that affects coverage. In this section, "you" means the employee. 

Who Can Be Covered 

Employees 
To be covered by this plan, the following requirements must be met: 

• 
• 

You will need to be in an "eligible class", as defined below; and 
You will need to meet the "eligibility date criteria" described below. 

Determining if You Are in an Eligible Class 
You are in an eligible class if: 

• You are a regular full-time employee, as defined by your employer. 

Determining When You Become Eligible 
You become eligible for the plan on your eligibility date, which is determined as follows. 

On the Effective Date of the Plan 
If you are in an eligible class on the effective date of this plan, your coverage eligibility date is the effective date of the 
plan. 

Mter the Effective Date of the Plan 
If you are hired after the effective date of this plan, your coverage eligibility date is the date you are hired. 

If you enter an eligible class after the effective date of this plan, your coverage eligibility date is the date you enter the 
eligible class. 

Obtaining Coverage for Dependents (GR-9N 29-01001) 

Your dependents can be covered under your plan. You may enroll the following dependents: 

• 
• 

• 

Your legal spouse; or 
Your domestic partner who meets the rules set by your employer as outlined in the Coverage for Domestic Partners 
section following; and 
Your dependent children. 

Aetna will rely upon your employer to determine whether or not a person meets the definition of a dependent for 
coverage under the plan. This determination will be conclusive and binding upon all persons for the purposes of this 
plan. 
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Coverage for Domestic Partner (GR-9N 29-01001) 

To be elif,rible for coverage, you and your domestic partner will need to: 

• 
• 

meet the requirements under California law for entering into a domestic partnership; and 
are "domestic partners" as determined in accordance with rules set by your Employer. 

Coverage for Dependent Children (GR-9N-29-010-02 CA) 

To be eligible, a dependent child must be: 

• 
• 
• 

Unmarried; and 
Under 19 years of age; or 
Under age 25, as long as he or she is a full-time student at an accredited institution of higher education and solely 
depends on your support*. 

*Note: Proof of full-time student status is required each year. This means that the child is enrolled as an 
undergraduate student with a total course load of at least 12 credits or is enrolled as a graduate student with a total 
course load of at least 9 credits. 

An eligible dependent child includes: (GR-9N-29-010-02 CA) 

• 
• 
• 
• 
• 

• 
• 
• 
• 

Your biological children; 
Your stepchildren; 
Your legally adopted children; 
Children under the age of 18 who are placed with you for adoption; 
Any physically or mentally disabled child, regardless of age, whose coverage was continued under your former 
plan of insurance that was in effect on the day before the effective date of this coverage; 
Your foster children; 
Any children for whom you are responsible under court order; 
Your grandchildren in your court-ordered custody; and 
Any other child who lives with you in a parent-child relationship. 

Coverage for a physically or mentally disabled child may be continued past the age limits shown above. See PhysicallY or 
AlmtalIY Disabled Dependent Children for more information. 

Important Reminder 
Keep in mind that you cannot receive coverage under this Planas: 

• Both an employee and a dependent; or 
• A dependent of more thanone employee. 

How and When to Enroll (GR-9N 29-015-02) 

Initial Enrollment in the Plan 
You will be provided with plan benefit and enrollment information when you first become eligible to enroll. You will 
need to enroll in a manner determined by Aetna and your employer. To complete the enrollment process, you will 
need to provide all requested information for yourself and your eligible dependents. You will also need to agree to 

make required contributions for any contributory coverage. Your employer will determine the amount of your plan 
contributions, which you will need to agree to before you. can enroll. Your employer will advise you of the required 
amount of your contributions and will deduct your contributions from your pay. Remember plan contributions are 
subject to change. 

You will need to enroll within 31 days of your eligibility date. Otherwise, you may be considered a Late Enrollee. If 
you miss the enrollment period, you will not be able to participate in the plan until the next annual enrollment period, 
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unless you qualify under a Special Enrollment Period, as described below. 

If you do not enroll for coverage when you first become eligible, but wish to do so later, your employer will provide 
you with information on when and how you can enroll. 

Newborns are automatically covered for 31 days after birth. To continue coverage after 31 days, you will need to 
complete a change form and return it to your employer within the 31-day enrollment period. 

Late Enrollment 
If you do not enroll during the Initial Enrollment Period, or a subsequent annual enrollment period, you and your 
eligible dependents may be considered Late Enrollees and coverage may be deferred until the next annual enrollment 
period, but in no event will coverage be deferred for more than 12 months from the date of your application for 
coverage. If, at the time of your initial enrollment, you elect coverage for yourself only and later request coverage for 
your eligible dependents, they may be considered Late Enrollees. 

You must return your completed enrollment form before the end of the next annual enrollment period. 

Late Enrollees are subject to the Preexisting Condition Limitation. 

However, you and your eligible dependents may not be considered Late Enrollees under the circumstances described 
in the "Special Enrollment Periods" section below. 

Annual Enrollment 
Duririg the annual enrollment period, you will have the opportunity to review your coverage needs for the upcoming 

. year. During this period, you have the option to change your coverage. The choices you make during this annual 
enrollment period will become effective the following year. 

If you do not enroll yourself or a dependent for coverage when you tlrst become eligible, but wish to do so later, you 
will need to do so duririg the next annual enrollment period, unless you qualify under one of the Special Enrollment 
Periods, as described below. 

Special Enrollment· Periods (GR-9N-29-015-05CA) 

You will.not be considered a Late Enrollee if you qualify under a Special Enrollment Period as defined below. If one 
of these situations applies, you may enroll before the next annual enrollment period. 

Loss of Other Health Care Coverage 
You or your dependents may qualify for a Special Enrollment Period if: 

• 

• 

You did not enroll yourself or your dependent when you first became eligible or during any subsequent annual 
enrollments because, at that time: 

You or your dependents were covered under other creditable coverage; and 
You refused coverage and stated, in writing, at the time you refused coverage that the reason was that you or 
your dependents had other creditab.le coverage; and 

You or your dependents are no longer eligible for other creditable coverage because of one of the following: 

The end of employment; 
r\ reduction in hours of employment (for example, moving from a full-time to part-time position); 

The ending of the other plan's coverage; 

Death; 

Divorce or legal separation; 
Employer contributions toward that coverage have ended; 

COBRA coverage ends; 
The employer's decision to stop offering the group health plan to the eligible class to which the employee 
belongs; 
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• 

• 

• 
• 
• 

Cessation of a dependent's status as an eligible dependent as such is defined under this Plan; 

The operation of another Plan's lifetime maximum on all benefits, if applicable. 

The coverage under the Healthy Families Program ends due to exceeding the program's income or age limits; 
The no share-of-cost Medi-Cal ends; or 

With respect to coverage under Medicaid or an S-CHIP Plan, you or your dependents no longer qualify for 
such coverage; 

You or your dependents become eligible for State premium assistance, with respect to coverage under the group 
health plan, under Medicaid or an S-CHIP Plan. 

You will need to enroll yourself or a dependent for coverage within: 

31 days of when other creditable coverage ends; 
60 days of when coverage under Medicaid or an S-CHIP Plan ends; or 
60 days of the date you or your dependents become eligible for Medicaid or S-CHIP premium assistance. 

Evidence of termination of creditable coverage must be provided to Aetna. If you do not enroll during this time, 
you will need to wait until the next annual enrollment period. . 

New Dependents 
You and your dependents may qualify for a Special Enrollment Period if: 

• 
• 

• 

You did not enroll ~hen you were first eligible for coverage; and 
You later acquire a dependent, as defined under the plan, through marriage, birth, adoption, or placement for 
adoption; and 
You elect coverage for yourself and your dependent within 31 days of acquiring the dependent. 

Your spouse or child who meets the definition of a dependent under the plan' may qualify for a Special Enrollment 
Period if: 

• You.did not enroll them when they were first eligible; and 
• You later elect coverage for them within 31 days of a court order requiring you to provide coverage. 

You will need to report any new dependents by completing a change form, which is available from your employer. 
The form must be completed and returned to Aetna within 31 days of the change. If you do not return the form 
within 31 days of the change, you will need to make the changes during the next annual enrollment period. 

If You Adopt a Child 
Your plan will cover a child who is placed for adoption. This means you have taken on .the legal obligation for total or 
partial support of a child whom you plan to adopt. 

Your plan Will provide coverage for a child who is placed with you for adoption if: 

• 
• 
• 
• 

The child meets the plan's definition of an eligible dependent on the date he or she is placed for adoption; and 
You request coverage for the child in writing within 31 days of the placement; 
Proof of placement will need to be presented to Aetna prior to the dependent enrollment; 
Any coverage limitations for a preexisting condition will not apply to a child placed with you for adoption 
provided that the placement occurs on or after the effective date of your coverage; 
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When You Receive a Qualified Child Support Order 
A Qualitied Medical Child Support Order (QMCSO) is a court order requiring a parent to provide health care 
coverage to one or more children. Your plan will provide coverage for a child who is covered under a QMCSO, if: 

• The child meets the plan's detinition of an eligible dependent; and 
• You request coverage for the child in writing within 31 days of the court order. 

Coverage for the dependent will become effective on the date of the court order. Any coverage limitations for a 
preexisting condition will not apply, as long as you submit a written request for coverage within the 31-day period. 

If you do not request coverage for the child within the 31-day period, you will need to wait until the next annual 
enrollment period. 

Under a QMCSO, if you are the non-custodial parent, the custodial parent may me claims for benetits. Benetits for 
such claims will be paid to the custodial parent. 

When Y our Coverage Begins (GR.9N 29.0;5-02) 

Your Effective Date of Coverage 
Your coverage takes effect on: 

• The date you are eligible for coverage. 

Your Dependent's Effective Date of Coverage (GR-9N29-025-02) 

Your dependent's coverage takes effect on the same day that your coverage becomes effective, if you have enrolled 
them in the plan. 

Note: New dependents need to be reported to Aetna within 31 days because they may affect your contributions. If 
you do not report a new dependent within 31 days of his or her eligibility date, the rules under the Special or Late 
Enrollment Periods section will apply. 
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. How Your Medical Plan Works 

It is important that you have the information and useful resources to help you get the most out of your Aetna medical 
plan. This Booklet-Certificate explains: 

• 
• 
• 
• 
• 
• 

Definitions you need to know; 
How to access care, including procedures you need to follow; 
What expenses for services and supplies are covered and what limits may apply; 
What expenses for services and supplies are not covered by the plan; 
How you share the cost of your covered services and supplies; and 
Other iinportant information such as eligibility, complaints and appeals, termination, continuation of coverage, 
and general administration of the plan. 

Important Notes 

• 
• 

.. 
• 

Unless otherwise indicated, "you" refers to you and your covered dependents. 
Your health plan pays benefits onlyfor services and supplies described in this Booklet~CertiHcate as covered 
expenses that are medically necessary. 
This Booklet"Certificate applies to coverage only and does notres~rict your ability to receive health care services 
that are not or might not be covered bene~ts under this health plan. 
Store this Booklet-Certificate in a safe place for futUre reference. 

Common Terms (GR·9N·.\'.OS.OI0.01) (GR.9N .\'·OS·05·01 C/I) 

Many terms throughout this Booklet-Certificate are defined in the Glossary section at the back of this document. 
Defined terms appear in bolded print. Understanding these terms will also help you understand how your plan works 
and provide you with useful information regarding your coverage. 

About Your Gatekeeper PPO Medical Plan (GR9NJ08.02001CA) 

This Preferred Provider Organization Gatekeeper (PPO) medical plan provides coverage for a wide range of medical 
expenses for the treatment of illness or injury. It does not provide benefits for all medical care. The plan also 
provides coverage for certain preventive and wellness benefits. With your Gatekeeper PPO plan, you can directly 
access any physician, hospital or other health care provider (network or out-of-network) tor covered services and 
supplies under the plan. The plan pays benefits differently when services and supplies are obtained through network 
providers or out-of-network providers. 

PLEASE READ THE FOLLOWING INFORMATION SO YOU WILL KNOW FROM WHOM OR 
WHAT GROUP OF PROVIDERS HEALTH CARE MAY BE OBTAINED. 

The plan will pay for covered expenses lip to the maximum benefits shown in this Booldet-Certificate. Coverage is 
subject to all the terms, policies and procedures outlined in this Booklet-Certificate. Not all medical expenses are 
covered under the plan. Exclusions and limitations apply to certain medical services, supplies and expenses. Refer to 
the ifY'hat the Plan Covers, Exclusions, I imitations and .5' chedule of Benifits sections to determine if medical services are 
covered, excluded or limited. 
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This Gatekeeper PPOplan provides access to covered benefits through a network of health care providers and 
facilities. These network providers have contracted with Aetna, an affiliate or third party vendor to provide health 
care services and supplies to Aetna plan members at a reduced fee called the negotiated charge. This Gatekeeper 
PPO plan is designed to lower your out-of-pocket costs when you use network providers for covered expenses. 
Your deductibles, copayments, and payment percentage will generally be lower when you use participating network 
providers and facilities. 

Some services and supplies may only be covered through network providers. Refer to the Covered Benefit sections and 
your Schedtlle of Benefits to determine if any services are limited to network coverage only. 

Your out-of-pocket costs may vary between network and out-of-network benefits. Read your Schedule of Benefits· 
. carefully to understand the cost sharing charges applicable to you. 

Availability of Providers 
Aetna cannot guarantee the availability or continued participation of a particular provider. Either Aetna or any 
network provider may terminate the provider contract or limit the number of patients accepted in a practice. If the 
physician initially selected cannot accept additional patients, you will be notified and given an opporrunity to make 
another selection. 

Ongoing Reviews 
Aetna conducts ongoing reviews of those services and supplies which are recommended or provided by health 
professionals to determine whether such services and supplies are covered benefits under this Booklet-Certificate. If it 
is determined that the recommended services or supplies are not covered benefits, you will be notified. You may 
appeal such determinations by contacting Aetna to seek a review of the determination. Please refer to the Reporting of 
Claims section of this Booklet-Certificate and the Complaints and Appeals Health Amendment included with this 
Booldet -Certificate. 

To better understand the choices that you have with your Gatekeeper PPO plan, please carefully review the following 
information. 

How Your Gatekeeper PPO Medical Plan Works (GR-9N08.030·02("A) 

The Primary Care Physician: (GR 9 N J 08-030 Ot C/l) 

To access network benefits, you are encouraged to select a Primary Care Physician (PCP) from Aetna's network of 
providers at the time of enrollment. Each covered family member may select his or her own PCP. If your covered 
dependent is a minor, or otherwise incapable of selecting a PCP, you should select a PCP on their behalf. 

You may search online for the most current list of participating providers in your area by using OocFind, Aetna's 
online provider directory at www.aetna.com. You can choose a PCP based on geographic location, group practice, 
medical specialty, language spoken, or hospital affiliation. OocFind is updated several times a week. You may also 
request a printed copy of the provider directory through your policyholder or by contacting Member Services through 
e-mail or by calling the toU free number on your IO card. 

A PCP may be a general practitioner, family physician, internist, pediatrician or gynecologist Your PCP provides 
routine preventive care and will treatyoll for illness or injury. 

1\ PCp· coordinates your medical care, as appropriate either by providing treatment or may direct you to other 
network providers for other covered services and supplies. The PCP can also order lab tests and x-rays, prescribe 
medicines or therapies, and arrange hospitalization. 
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Changing Your PCP 
You may change your PCP at any time on Aetna's website, www.aetna.com. or by calling the Member Services toll
free number on your identification card. The change will become effective upon Aetna's receipt and approval of the 
request. 

Specialists and Other Network Providers 
You may directly access specialists and other health care professionals in the network for covered services and 
supplies under this Booklet-Certificate. Refer to the Aetna provider directory to locate network specialists, 
providers and hospitals in your area. Refer to the Schedule of Benefits section for benefit limitations and out-of-pocket 
costs applicable to your plan. 

(GR·9N 08·03.5·01) 

Important Note 
ID Card: You will receive an ID card. It identifies you as a member when you receive services fromhealth,ca,re> 
providers. If you have not received your ID card or if your card is lost or stolen, notify Aetna immediatelyand aneW 
card will be issued.' ' , , 

Accessing Network Providers and Benefits (GR·9N 08·040.01) 

• 

• 

• 

• 

You may select a PCP or other direct access network provider from the network provider directory or by 
logging on to Aetna's website at www~aetna.com. You can search Aetna's online directory, DocFind, for names 
and locations of physicians and other health care providers and facilities. You can change your PCP at 
anytime. 
If a service you need is covered under the plan but not available from a network provider or hospital in your 
area, please contact Member Services by email or at the toll-free number on your ID card for assistance. 
Certain health care services such as hospitalization, outpatient surgery and certain other outpatient services, 
require precertification with Aetna to verify coverage for these services. You do not need to precertify services 
provided by a network provider. Network providers will be responsible for obtaining necessary . 
pre certification for you. Since precertification is the provider's responsibility, there are no additional out-of
pocket costs to you as a result of a network provider's failure to pre certify services. Refer to the Understanding 
Precertificatiotl section for more information on the precertification process and what to do if your request for 
precertification is denied. 
You will not have to submit medical claims for treatment received from network health care professionals and 
facilities. Your network provider will take care of claim submission. Aetna will directly pay the network 
provider or facility less any cost sharing required by you. You will be responsible for deductibles, coinsurance 
and copayments, if any. 

You will receive notification of what the plan has paid toward your covered expenses. It will indicate any 
amounts you owe towards your deductible, copayments, or coinsurance or other non-covered expenses you 
have incurred. You may elect to receive this notification bye-mail, or through the mail. Call or e-mail Member 
Services if you have questions regarding your statement. 

Cost Sharing For Network Benefits (GK·9N 08.045.(1) 

You share in the cost of your benefits. Cost Sharing amounts and provisions are described in the Schedule of 
Benefits. 

• 

• 

• 

You will need to satisfy any applicable deductibles before the plan will begin to pay benefits. 

For certain types of services and supplies, you will be responsible for any copayments shown in the Schedule 0/ 
Betlejits. 
After you satisfy any applicable deductible, you will be responsible for any applicable coinsurance for covered 
expenses that you incur. Your coinsurance is based on the negotiated charge. You will not have to pay any 
balance bills above the negotiated charge for that covered service or supply. You will pe responsible for your 
coinsurance up to the coinsurance limit applicable to your plan. 
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• 

• 

• 

Once you satisfy the coinsurance limit, the plan will pay 100% of the covered expenses that apply toward the 
limit for the rest of the Calendar Year. Certain designated out-of-pocket expenses may not apply to the 
coinsurance limit Refer to the Schedule of Bet1efits section for information on what expenses do not apply. Refer 
to your JdJedule of Benefits for the specific coinsurance limit, amounts that apply to your plan. 
The plan will pay for covered expenses, up to the maximums shown in the What the Plan Covers or Schedule of 
Benefits sections. You are responsible for any expenses incurred over the maximum limits outlined in the What the 
Plan COtlers or Schedule of Benefits sections. 
You may be billed for any deductible, copayment, or coinsuran~e amounts, or any non-covered expenses that 
you incur. 

Cost Sharing for Out-of-Network Benefits (GR-9N08-045-01) 

You share in the cost of your benefits. Cost Sharing amounts and provisions are described in the Schedule-of 
Benefits. 

• 

• 

• 

• 

• 

You will need to satisfy any applicable deductibles before the plan will begin to pay benefits. 

After 'you satisfy any applicable deductible, you \vill be responsible for any applicable coinsurance for covered 
. expenses that you incur. You will be responsible for your coinsurance up to the coinsurance limit applicable 
to your plan. 
Your coinsurance will be based on the recognized charge. If the health care provider you select charges more 
than the recognized charge, you will be responsible for any expenses above the recognized charge. 
Once you satisfy the coinsurance limit, the plan will pay 100% of the covered expenses that apply toward the 
limit for the rest of the Calendar Year. Certain designated out-of-pocket expenses may not apply to the 
coinsurance limit. Refer to the Getting Started: Common YenlU section for information on what expenses do not 
apply. Refer to your Schedule of Benefits for specific dollar amounts. 
The plan will pay for covered expenses, up to the maximums shown in the What the Plan Covers or Schedule of 
Benifzts sections. you are responsible for any expenses incurred over the maximum limits outlined in the What the 
Plan Covers or Schedule of Benefits sections. 

Understanding Pre certification (GR-9N-08-060 01) 

Pre certification 
Certain services, such as inpatient stays, certain tests, procedures and outpatient surgery require precertification by 
Aetna. Precertification is a process that helps you and your physician determine whether the services being 
recommended are covered expenses under the plan. It also allows Aetna to help your provider coordinate your 
transition from an inpatient setting to an outpatient setting (called discharge planning), and to register you for 
specialized programs or case management when appropriate. 

You do not need to pre certify services provided by a network provider. Network providers will be responsible for 
obtaining necessary precertification for you. Since precertification is the provider's responsibility, there is no 
additional out-of-pocket cost to you as a result of a network provider's failure to precertify services. 

When you go to an out-of-network provider, it is your responsibility to obtain precertification from Aetna for any 
services or supplies on the pre certification list below. If you do not pre certify, your benefits may be reduced, or the 
plan may not pay any benefits. The list of services requiring precertification follows on the next page. 

Important Note 
Please read the following sections in their entirety for important information on the pre certification process, and any 
impact it may have on your coverage. 

The Pre certification Process 
Prior to being hospitalized or receiving certain other medical services or supplies there are certain precertification 
procedures that must be followed. 
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You are responsible for obtaining precertification. You or a member of your family, a hospital staff member, or the 
attending physician, must notify Aetna to precertify the admission or medical services and expenses prior to 
receiving any of the services or supplies that require precertification pursuant to this Booklet-Certificate in 
accordance with the following timelines: 

Precertification should be secured within the timeframes specified below. To obtain precertificatiori; call Aetna at 
the telephone number listed on your ID card. This call must be made: 

For non-emergency admissions: You, your physician or the facility will need to call and 
request precertification at least 14 days before the date 
you are scheduled to be admitted. 

For an emergency outpatient medical condition: You or your physician should call prior to the 
outpatient care, treatment or procedure if possible; or as 
soon as reasonably possible. 

For an emergency admission: You, your physician or the facility must call within 48 
hours or as soon as reasonably possible after you have 
been admitted. 

For an urgent admission: You, your physician or the facility will need to call 
before you are scheduled to be admitted. An urgent 
admission is a hospital admission by a physician due 
to the onset of or change in an i.lfu.ess; the diagnosis of 
art illness; or an injury. 

For outpatient non-emergency medical services You or your physician must call at least 14 days before 
requiring precertification: the outpatient care is provided, or the treatment or 

procedure is scheduled. 

Aetna will provide a written notification to you and your physician of the precertification decision. If your 
precertified expenses are approved the approval is good for 60 days as long as you remain enrolled in the plan. 

When you have an inpatient admission to a facility, Aetna will notify you, your physician and the facility about your 
precertified length of stay. If your physician recommends that your stay be extended, additional days will need to 
be certified. You, your physician, or the facility will need to call Aetna at the number on your ID card as soon as 
reasonably possible, but no later than the final authorized day. Aetna will review and process the request for an 
extended stay. You and your physician will receive a notification of an approval or denial. 

If precertification determines that the stay or services and supplies are not covered expenses, the notification will 
explain why and how Aetna's decision can be appealed. You or your provider may request a review of the 
precertification decision pursuant to the Appeals Amendment included with this Booklet-Certificate. 

Services and Supplies Which Require Precertification (GR-9N-08.o6s.o4 CAJ 

Precertification is required for the following types of medical expenses: 

Inpatient and Outpatient Care 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 

Stays in a hospital; 
Stays in a skilled nursing facility; 
Stays in a rehabilitation facility; 
Stays in a hospice facility; 
Outpatient hospice care; 
Stays in a Residential Treatment Facility for treatment of mental disorders and substance abuse; 
Partial Hospitalization Programs for mental disorders and substance abuse; 
Home health care; 
Private duty nursing care; 
Intensive Outpatient Programs for mental disorders and substance abuse; 
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• 
• 
• 
• 
• 
• 
• 
• 

Amytal interview; 
Applied Behavioral Analysis; 
Biofeedback; 
Electroconvulsive therapy; 
Neuropsychological testing; 
Outpatient detoxification; 
Psychiatric home care services; 
Psychological testing . 

How Failure to Precertify Mfects Your Benefits (GR-9N08-070-0IJ 

A precertification benefit reduction will be applied to the benefits paid if you fail to obtain a required 
precertification prior to incurring medical expenses. This means Aetna will reduce the amount paid towards your 
coverage, or your expenses may not be covered. You will be responsible for the unpaid balance of the bills. 

You are responsible for obtaining the necessary precertification from Aetna prior to receiving services from an out
of-network provider. Your provider may precertify your treatment for you; however you should verify with Aetna 
prior to the procedure, that the provider has obtained precertification from Aetna. If your treatment is not 
precertified by you or your provider, the benefit payable may be significantly reduced or your expenses may not be 
covered. 

How Your Benefits are Mfected 
The chart below illustrates the effect on your benefits if necessary precertification is not obtained. 

If precertification is: then the expenses are: 
• requested and approved by Aetna • covered . 
• requested and denied. • not covered, may be appealed . 
• not requested, but would have been covered if • covered after a precertification benefit reduction 

requested. is applied.* 
• not requested, would not have been covered if • not covered, may be appealed. 

requested. 

It is important to remember that any additional out-of-pocket expenses incurred because your precertification 
requirement was not met will not count toward your deductible or Coinsurance Limit. 

*Refer to the Schedule of Ben~fits section for the amount of precertification benefit reduction that applies to your plan. 

Emergency and Urgent Care rcR-9N-27-oo5-ot; 

You have coverage 24 hours a day, 7 days a week, anywhere inside or outside the plan's service area, for: 

• 
• 

An emergency medical condition; or 
An urgent condition . 

In Case of a Medical Emergency 
When emergency care is necessary, please follow the guidelines below: 

• 

• 

• 

Seek the nearest emergency room, or dial 911 or your local emergency response service for medical and 
ambulatory assistance. If possible, call your primary care physician provided a delay would not be detrimental 
to your health. . 
After assessing and stabilizing your condition, the emergency room should contact your PCP to obtain your 
medical history to assist the emergency physician in your treatment. 
If you are admitted to an inpatient facility, notify your PCP as soon as reasonably possible . 
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• If you seek care in an emergency room for a non-emergency condition, the plan will not cover the expenses you 
incur. Please refer to the SchedHle oj 13en¢ts for specific details about the plan. 

Coverage for Emergency Medical Conditions 
Refer to Coverage for Emergency Medical Conditions in the What tbe Plan Covers section. 

Important Reminder " :,;. ;0" . 

With the exception of Urgent Care described below, if you visit a hospital etner~riCy i96riif~r~i19h~eni~tg¢~dy,,\, 
condition, the plan wilJ not cover your expenses;asshowniri the ScheduleofBen¢ts. Noot11erpIartheIlefits'\\iilt'piiy'fqrr 
non-emergency care in the emergency room. . . . ... . . , .... . .' ,.,. ' .. ,', 

In Case of an Urgent Condition (GR-9N-27-010-01) 

Call your PCP if you think you need urgent care. Network providers are required to provide urgent care coverage 24 
hours a day, including weekends and holidays. You may contact any physician or urgent care provider, in- or out-

. of-network, for an urgent care condition if you cannot reach your physician. 

If it is not feasible to contact your PCP, please do so <J.S soon as possible after urgent care is provided. If you need 
help finding a network urgent care provider you may call Member Services at the toll-free number on your LD. 
card, Or you may-access Aetna's online provider directory at www.aetna.com. 

Coverage for an Urgent Condition 
Refer to Coverage for Urgent Medical Conditions in the What the Plan Covers section. 

Follow-Up Care Mter Treatment of an Emergency or Urgent Medical Condition 
Follow-up care is not considered an emergency or urgent condition and is not covered as part of any emergency or 
urgent care visit. Once you have been treated and discharged, you should contact your physician for any necessary 
follow-up care. 

For coverage purposes, follow-up care is treated as any other expense for illness or injury. If you access a hospital 
emergency room for follow-up care, your expenses will not be covered and you will be responsible for the entire cost 
of your treatment. Refer to your SchedHle of Ben¢ts for cost sharing information applicable to your plan. 

To keep your out-of-pocket costs lower, your follow-up care should be accessed through your PCP. 

You may use an out-of-network provider for your follow-up care. You will be subject to the deductible and 
coinsurance that apply toout-of-network expenses, which may result in higher out-of-pocket costs to you. 

Important Notice 
Follow up care, which includes (but is not limited to) suture removal, cast removal and radiological tests such as x
rays, should not be provided by an emergency room facility. 
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Requirements For Coverage 
To be covered by the plan, services and supplies and prescription drugs must meet all of the following requirements: 

1. The service or supply or prescription drug must be covered by the plan. For a service or supply or prescription 
drug to be covered, it must: . 
• Be included as a covered expense in this Booklet-Certificate; 
• Not be an excluded expense under this Booklet-Certificate. Refer to the Exclusions sections of this Booklet

Certificate for a list of services and supplies that are excluded; 
• Not exceed the maximums and limitations outlined in this Booklet-Certificate. Refer to the What the Plan 

Covers section and the Schedule 0/ Benifits for information about certain expense limits; and 
• Be obtained in accordance with all the terms, policies and procedures outlined in this Booklet-Certificate . 

2. The service or supply or prescription drug must be provided while coverage is in effect. See the Who Can Be 
Covered, How and When to Enroll, When Your Coverage Begins, When Coverage Ends and Continuation rfCoverage sections 

. for details on when coverage begins and ends. 

3. The service or supply or prescription drug must be medically necessary. To meet this requirement, the 
medical services, supply or prescription drug must be provided by a physician, or other health care provider, 
exercising prudent clinical judgment, to a patient for the purpose of preventing, evaluating, diagnosing or treating 
an illness, injury, disease or its symptoms. The proviSion of the service or supply must be: 

(a) In accordance with generally accepted standards of medical practice; 
(b) Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 

patient's illness, injury or disease; and 
(c) Not primarily for the convenience of the patient, physician or other health care provider; 
(d) And not more costly than an alternative service or sequence of services at least as likely to produce equivalent 

therapeutic or diagnostic results as to the diagnosis or treatment of that patient's illness, injury, or disease. 

For these purposes "generally accepted standards of medical practice" means standards that are based on credible 
scientific evidence published in peer-reviewed medical literature generally recognized by the relevant medical 
community, or otherwise consistent with physician specialty society recommendations and the views of physicians 
practicing in relevant clinical areas and any other relevant factors. . 

Important Note 
Not every service, supply or prescription drug that fits the definition for medical necessity is covered by the plan. 
Exclusions and limitations apply to certain medical services, supplies and expenses. For example some benefits are 
limited to a certain number of days, visits or a dollar maximum. Refer to the Whatthe Plan Covers section and the 
Schedule o/Benifits for the plan limits and maximums. . 

16 



What The Plan Covers 
(GR-9N .r-11-005-01 01) 

Gatekeeper PPO Medical Plan 

Many preventive and routine medical expenses as well as expenses incurred for a serious illness or injury are covered_ 
This section describes which expenses are covered expenses. Only expenses incurred for the services and supplies 
shown in this section are covered expenses. Limitations and exclusions apply. 

Wellness 

This section on Wellness describes the covered expenses for services and supplies provided when you are well. Refer 
to the Schedule of Benefits for the frequency limits that apply to these services, if not shown below. 

Routine Physical Exams 
Covered expenses include charges made by your primary care physician for routine physical exams. A routine 
exam is a medical exam given by a physician for a reason other than to diagnose or treat a suspected or identified 
illness or injury, and also includes: 

• 
• 

• 

Radiological services, X-rays, lab and other tests given in connection with the exam; and 
Immunizations for infectious diseases and the materials for administration of immunizations as recommended by 
the Advisory Committee on Immunization Practices of the Department of Health and Human Services, Center 
for Disease Control; and 
Testing for Tuberculosis. 

Covered expenses for children from birth through age 18 also include: 

• An initial hospital check up and well child visits in accordance with the Recommendations for Preventative 
Pediatric Health Care as adopted by the American Academy of Pediatrics, and the most recent version of the 
Recommended Childhood Immunization Schedule. 

Unless specified above, not covered under this benefit are charges for: 

• 
• 
• 
• 
• 

Services which are covered to any extent under any other part of this plan; 
Services which are for diagnosis or treatment of a suspected or identified illness or injury; 
Exams given during your stay for medical care; 
Services not given by a physician or under his or her direction; 
Psychiatric, psychological, personality or emotional testing or exams. 

Important Reminder 
Refer to the Schedule if Benefits for details about any applicable deductibles, coinsurance, benefit ma..ximums and 
frequency and age limits for physical exams. 
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Routine Cancer Screenings 
Covered expenses include charges incurred for routine cancer screening as follows: 

• 
• 

• 
• 
• 

1 baseline mammogram for women age 35 to 39; and one mammogram every year for women age 40 and over; 
1 annual cervical cancer screening test, including the conventional Pap test, Human Papilloma Virus (HPV) 
screening and any cervical cancer screening test approved by the federal Food and Drug Administration upon 
referral of the insured's health care provider; 
1 gynecological exam every 12 months; 
1 fecal occult blood test every 12 months; and 
1 digital rectal exam and 1 prostate specific antigen (PSA) test every 12 months for covered males age 40 and 
older. 

The following tests are covered expenses if you are age 50 and older when recommended by your physician: 

• 
• 
• 

1 Sigmoidoscopy every 5 years for persons at average risk; or 
1 Double contrast barium enema (DCBE) every 5 years for persons at average risk); or 
1 Colonoscopy every 10 years for persons at average risk for colorectal cancer. 

Family Planning Services (GR-9N S-11-005-bt CA) 

Covered expenses include charges for certain contraceptive and family planning services, even though not provided 
to treat an illness or injury. Refer to the Schedule of Benefits for any frequency limits that apply to these services, if not 
specified below. 

Contraception Services 
Covered expenses include charges for contraceptive services and supplies provided on an outpatient basis, including. 

• 

• 

Contraceptive drugs and contraceptive devices prescribed by a physician provided they have been approved by 
the Federal Drug Administration; 
Related outpatient services such as: 

Consultations; 
Exams; 

Procedures; and 
Other medical services and supplies. 

Not covered are: 

• 

• 

Charges for services which are covered to any extent under any other part of the Plan or any other group plans 
sponsored by your employer; and 
Charges incurred for contraceptive services while confined as an inpatient. 

Other Family Planning 
Covered expenses include charges for family planning services, including: 

• Voluntary sterilization. 
• Voluntary termination of pregnancy. 

The plan does flot cover the reversal of voluntary sterilization procedures, including related follow-up care. 

Also see section on pregnancy and infertility related expenses on a later page. 
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Osteoporosis Services 
Covered expenses include charges for services related to the diagnosis, treatment, and appropriate management of 
osteoporosis. The services include all Food and Drug Administration approved technologies, including bone mass 
measurement technologies as deemed medically appropriate. 

Important Reminder .. . . . ..... .... 
Refer to the Summ~ryof Benefits for details about deductibles, coinsurance, benefit maximums and frequencyllirtits. :'. 
if applicable. . . 

Blood Lead Level Screening 
Covered expenses include charges made by a physician that are incurred by a dependent child for blood lead level 
screening. 

Important Reminder . . 
Refer to the Summary of Benefits for details about deductibles, coinsurance, and benefit maximums if applicable, 

Phenylketonuria Services 

This plan will provide coverage for expenses incurred by a covered person for: 

• formulas; and 
• special food products 

for the treatment of phenylketonuria. 

"Formula" means an enteral product intended for the dietary treatment of phenylketonuria under the direction of a 
physician. 

"Special food product(s)" means a nutritional formula that is: 

• formulated to have less than 1 gram of protein per serving; and 
• intended for the dietary treatment of an inherited metabolic disease tinder the direction of a physician. 

Covered expenses are limited to the extent that the cost of necessary formulas and special food products exceeds the 
cost of a normal diet. 

Important Reminder 
Refer to the Summary of Benefits for details about deductibles, coinsurance, and benefit maximums, if applicable. 

Physician Services (GR9NS "·2002) 

Physician Visits 
Covered medical expenses include charges made by a physician during a visit to treat an illness or injury. The visit 
may be at the physician!s office, in your home, in a hospital or other facility during your stay or in an outpatient 
facility. Covered expenses also include: 

• 
• 
• 

Immunizations for infectious disease, but not if solely for your employment, 
Allergy testing, treatment and injections; and 
Charges made by the physician for supplies, radiological services, x-rays, and tests provided by the physician. 
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Surgery 
Covered expenses include charges made by a physician for: 

• 
• 

Performing your surgical procedure; 
Pre-operative and post-operative visits; and 

• Consultation with another physician to obtain a second opinion prior to the surgery. 

Anesthetics 
Covered expenses include charges for the administration of anesthetics and oxygen by a physician, other than the 
operating physician, or Certified Registered Nurse Anesthetist (C.R.N.A.) in connection with a covered procedure. 

Important Remfuder 
Certain procedures need to be precertified by Aetna; Refer to How the Plan Works for more information about 
precertification. 

Alternatives to Physician Office Visits (GR·9N 11·02002) 

Walk-In Clinic Visits 
Covered expenses include charges made by walk-in clinics for: 

Uns·cheduled, non-emergency illnesses and injuries; and the administration of certain immunizations administered 
within the scope of the clinic's license. 

E-Visits 
Covered expenses include charges made by your network primary care physician (PCP) for a routine, non
emergency, medical consultation. You must make your E-visit through an Aetna authorized internet service vendor. 
You may.have to register with that internet service vendor. Information about providers who are signed up with an 
authorized vendor may be found in the provider Directory or online in DocFind on www.Aetna.com or by calling the 
number on your identification card. 

Hospital Expenses (GR·9N·11·0300Ij 

Covered medical expenses include services and supplies provided by a hospital during your stay. 

Room and Board 
Covered expenses include charges for room and board provided at a hospital during your stay. Private room 
charges that exceed the hospital's semi-private room rate are not covered unless a private room is required because 
of a contagious illness or immune system problem. 

Room and board charges also include: 

• 
• 
• 
• 

Services of the hospital's nursing staff; 
Admission and other fees; 
General and special diets; and 
Sundries and supplies. 

Other Hospital Services and Supplies 
Covered expenses include charges made by a hospital for services and supplies furnished to you in connection with 
your stay. 
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Covered expenses include hospital charges for other services and supplies provided, such as: _ 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 

Ambulance services. 
Physicians and surgeons. 
Operating and recovery rooms. 
Intensive or special care facilities. 
Administration of blood and blood products, but not the cost of the blood or blood products. 
Radiation therapy. 
Speech therapy, physical therapy and occupational therapy. 
Oxygen and oxygen therapy. 
Radiological services, laboratory testing and diagnostic services. 
Medications. 
Intravenous (IV) preparations. 
Discharge planning. 

Outpatient Hospital Expenses (GR·9N.11.0JO 01) 

Covered expenses include hospital charges made for covered services and supplies provided by the outpatient 
department of a hospital. 

Important Remfuders 
The plan will only pay for nursing services provided by the hospital as part of its charge. The plan does not cover -
private duty nursing services as part of an inpatient hospital stay. 

If a hospital or other health care facility does not itemize specific room and board charges and other charges; Aetna 
will assume that 40 percent of the total is for room and board charge; !lnd 60 percent is for other charges.; ----

Hospital admissions need to be pre certified by Aetna. Refer to Hmv the Plan Works for details about· 
pre certification. -

In addition to charges made by the hospital, certain physicians and other providers may bill you separately during 
your stay. 

Refer to the Schedule rifBeneftts for any applicable deductible, copay and coinsurance and maximum benefitlimits. 

Coverage for Emergency Medical Conditions 
Covered expenses include charges made by a hospital or a physician for services provided in an emergency room 
to evaluate and treat an emergency medical condition. 

The emergency Care benefit covers: 

• 
• 
• 
• 

Use of emergency room facilities; 
Emergency room physicians services; 
Hospital nursing staff services; and 
Radiologists and pathologists services. 

Please contact your PCP after receiving treatment for an emergency medical condition. 

Important Reminder 
With the exception of Urgent Care described below, if you visit a hospital emergency room for a non-emergency 
condition, the plan will not cover your expenses, as shown in the SchedulerifBeneftts. No other plan benefits will pay for 
non-emergency care in the emergency room. 
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Coverage for Urgent Conditions 
Covered expenses include charges made by a hospital or urgent care provider to evaluate and treat an urgent 
condition. 

Your coverage includes: 

• 

• 
• 
• 
• 

Use of emergency room facilities when network urgent care facilities are not in the service area and you cannot 
reasonably wait to visit your physician; 
Use of urgent care facilities; 
Physicians services; 
Nursing staff services; and 
Radiologists and pathologists services. 

Please contact your PCP after receiving treatment of an urgent condition. 

Alternatives to Hospital Stays (GR.9N-J-11-040-01) 

. Outpatient Surgery and Physician Surgical Services 
Covered expenses include charges for services and supplies furnished in connection with outpatient surgery made 
by: 

• 
• 
• 

A physician or dentist for professional services; 
A surgery center; or 
The outpatient department of a hospital. 

The surgery must meet the following requirements: 

• 
• 

The surgery can be performed adequately and safely only in a surgery center or hospital and 
The surgery is not normally performed ina physician's or dentist's office. 

Important Note 
Benefits for surgery services performed in a physician's or dentist's office are described under Physician Services 
benefits in the previous section. 

The following outpatient surgery expenses are covered: 

• 
• 

• 

Services and supplies provided by the ho.spital, surgery center on the day of the procedure; 
The operating physician's services for performing the procedure, related pre- and post-operative care, and 
administration of anesthesia; and 
Services of another physician for related post-operative care and administration of anesthesia. This does not 
include a local anesthetic. 

Limitations 
~ot covered under this plan are charges made for: 

• 

• 
• 

The services of a physician or other health care provider who renders technical assistance to the operating 
physician. 
A stay in a hospital. 
Facility charges for office based surgery. 
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Birthing Center 
Covered expenses include charges made by a birthing center for services and supplies related to your care in a 
birthing center for: 

• 
• 
• 

Prenatal care; 
Delivery; and 
Postpartum care within 48 hours after a vaginal delivery and 96 hours after a Cesarean delivery. 

Limitations 
Unless specified above, not covered under this benefit are charges: 

• In connection with a pregnancy for which pregnancy related expenses are not included as a covered expense. 

See Pregllanry Related Expenses for information about other covered expenses n:~lated to maternity care. 

Home Health Care (GR-9N-II-050-01) 

Covered expenses iriclude charges made by a home health care agency for home health care, and the care: 

• Is given under a home he_alth care plan; 
• Is given to you in your home while you are homebound. 

Home health care expenses include charges for: 

• 

• 
" 

• 

Part-time or intermittent care by an R.N. or by an L.P.N. if an R.N. is not available. 
Part-time or intermittent home health aid services provided in conjunction with and in direct support of care by 
an R.N. or an L.P.N. 
Physical, occupational, and speech therapy. 
Part-time or intermittent medical social services by a social worker when provided in conjunction with, and in 
direct support of care by an R.N. or an L.P.N. 
i\Iedical supplies, prescription drugs and lab services by or for a home health care agency to the extent they 
would have been covered under this plan if you had continued your hospital stay. 

Benefits for home health care visits are payable up to the Home Health Care Maximum. Each visit by a nurse or 
therapist is one visit. 

In figuring the Calendar Year Maximum Visits, each visit of \.lp to 4 hours is one visit. 

This maximum will not apply to care given by an R.N. or L.P.N. when: 

• 

• 

Care is provided within 10 days of discharge from a hospital or skilled nursing facility as a full-time inpatient; 
and 
Care is needed to transition from the hospital or skilled nursing facility to home care. 

When the above criteria are met, covered expenses include up to 12 hours of continuous care by an R.N. or L.P.N. 
per day. 

Coverage for Home Health Care services is not determined by the availability of caregivers to perform them. The 
absence of a person to perform a non-skilled or custodial care service does not cause the service to become covered. 
If the covered person is a minor or an adult who is dependent upon others for non-skilled care (e.g. bathing, eating, 
toileting), coverage for home health services will only be provided during times when there is a family member or 
caregiver present in the home to meet the person's non-skilled needs. 



Limitations 
Unless specified above, tlot covered under this benefit are charges for: 

• 
• 

• 
• 
• 
• 
• 

Services or supplies that are not a part of the Home Health Care Plan. 
Services of a person who usually lives with you, or who is a member of your or your spouse's or your domestic 
partner's family. 
Services of a certified or licensed social worker. 
Services for Infusion Therapy. 
Transportation. 
Services or supplies provided to a minor or dependent adult when a family member or caregiver is not present. 
Services that are custodial care: 

Important Reminders 
The plan does tlot cover custodial care, even if care is provided by a nursing professional, atidfarPilymembetd~· 
other caretakers cannot provide the necessary care. .. . . .. 

Home health care needs to be precertified by Aetna. Refer to HOlllthe Plan Works for d~tails about pr~certification .. 

Refer to the Schedule 0/ Benefits f~rdetails about any applicable home health care visit miximums; 

Private Duty Nursing (GR-9NJ-l'-065-01) 

Covered expenses include private duty nursing provided by a R.N. or L.P.N. jf the person's condition requires 
skilled nursing care and ~isiting nursing care is not adequate. However, covered expt!nses will not include private 
duty nursing for any shifts during a Calendar Year in excess of the Private Duty Nursing Care Maximum Shifts. Each 
period of private duty nursing of up to 8 hours will be deemed to be one private duty nursing shift. 

The plan also covers skilled observation for up to one four-hour period per day, for up to 10 consecutive days 
following: 

• A change in your medication; 
• Treatment of an urgent or emergency medical condition by a physician; . 
• The onset of symptoms indicating a need for emergency treatment; 
• Surgety; 
• ,An inpatient stay. 

Limitations 
Unless specified above, not covered under this benefit are charges for: 

• 
• 

Nursing care that does not require the education, training and technical skills of a R.N. or L.P.N. 
Nursing care assistance for daily life activities, such as: 

Transportation; 
rvIeal preparation; 

Vital sign charting; 
Companionship activities; 
Bathing; 
Feeding; 

Personal grooming; 
Dressing; 
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• 
• 
• 

Toileting; and 

Getting in/ out of bed or a chair. 
Nursing care provided for skilled observation. 
Nursing care provided while you are an inpatient in a hospital or health care facility. 
A service provided solely to administer oral medicine, except where law requires a R.N. or L.P.N. to administer 
medicines. 

Skilled Nursing Facility 
Covered expenses include charges made by a skilled nursing facility during your stay for the following services 
and supplies, up to the maximums shown in the Schedule of Benefits, including: 

• 

• 
• 
• 
• 
• 

• 

Room and board, up to the semi-private room rate. The plan will cover up to the private room rate if it is 
needed due to an infectious illness or a weak or compromised immune system; 
Use of special treatment rooms; 
Radiological services and lab work; 
Physical, occupational, or speech therapy; 
Oxygen and other gas therapy; 
Other medical services and general nursing services usually given by a skilled nursing facility (this does not 
include charges made for private or special nursing, or physician's services); and 
Medical supplies. 

Important Reminder 
Refer to the Schedule of Benefits for details about any applicable skilled nursing facility maximums. 

Ad)TIissions to a skilled nursing facility must be pre certified by Aetna. Refer to Usi~gYour Medical Plan for details 
about precertification. 

Limitations 
Unless specified above, not covered under this benefit are charges for: 

• 

• 

Charges made for the treatment of: 

Drug addiction; 
Alcoholism; 

Senility; 
Mental retardation; or 
Any other mental illness; and 

Daily room and board charges over the semi private rate. 

Hospice Care (GR·9N.I'·ll·070·01 CAl . 

Covered expenses include charges made by the following furnished to you for hospice care when given as part of a 
hospice care program. 

Facility Expenses 
The charges made by a hospital, hospice or skilled nursing facility for: 

• 

• 

Room and Board and other services and supplies furnished during a stay for pain control and other acute and 
chronic symptom management; and 
Services and supplies furnished to you on an outpatient basis. 
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Outpatient Hospice Expenses 
Covered expenses include charges made on an outpatient basis by a Hospice Care Agency for: 

• 
• 
• 

• 
• 
• 
• 
• 
• 

Part-time or intermittent nursing care by a R.N. or L.P.N. for up to eight hours a day; 
Part-time or intermittent home health aide services to care for you up to eight hours a day. 
Medical social services under the direction of a physician. These include but are not limited to: 

Assessment of your social, emotional and medical needs, and your home and family situation; 
Identification of available community resources; and 

Assistance provided to you to obtain resources to meet your assessed needs. 
Physical and occupational therapy; and 
Consultation or case management services by a physician; 
Medical supplies; 
Prescription drugs; 
Dietary counseling; and 
Psychological counseling. 

Charges made by the providers below if they are not an employee of a Hospice Care Agency; and such Agency 
retains responsibility for your care: 

• 
• 
• 

A physician for a consultation or case management; 
A physical or occupational therapist; 
A home health care agency for: 

Physical and occupational therapy; 
Part time or intermittent home health aide services for your care up to eight hours it day; 
Medical supplies; 
Prescription drugs; 
Psychological counseling; and 
Dietary counseling. 

Limitations 
Unless specified above, flot covered under this benefit are charges for: 

• 
• 
• 
• 
• 

Daily room and board charges over the semi-private room rate. 
Funeral arrangements. 
Pastoral counseling. 
Financial or legal counseling. This includes estate planning and the drafting of a will. 
Homemaker or caretaker services. These are services which are not solely related to your care. These include, but 
are not limited to: sitter br companion services for either you or other family members; transportation;: 
maintenance of the house. 

Important Reminders 
Refer to the Schedule ofBenrftts for details about any applicable hospice care maximums. 

Inpatient hospice care and home health care must be pre certified by Aetna. Refer to HOI/l the Plan Works for details 
about pre certification; 
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Other Covered Health Care Expenses (GR·9NJ·/I·080.01 CA) 

Acupuncture 
The plan covers charges made for acupuncture services provided by a physician, if the service is performed: 

• As a form of anesthesia in connection with a covered surgical procedure. 

Important Reniinder 
Refer to the Schedule ijBenejitsfor details about any applicable acupuncture benefit.maximum. 

Ambulance Service (GR·9N ,\'·/1·080·01 CA) 

Covered expenses include charges made by a professional ambulance, as follows: 

Ground Ambulance 
Covered expenses include charges for transportation: 

• 
• 

• 

• 

• 

To the first hospital where treatment is given in a medical emergency. 
From one hospital to another hospital in a medical emergency when the 'first hospital does not have the 
required services or facilities to treat your condition. 
From hospital to home or to another facility when other means of transportation would be considered unsafe 
due to your medical condition. 
From home to hospital for covered inpatient or outpatient treatment when other means of transportation would 
be considered unsafe due to your medical condition. Transport is limited to 100 miles. 
When during a covered inpatient stay at a hospital, skilled nursing facility or acute rehabilitation hospital, an 
ambulance is required to safely and adequately transport you to or from inpatient or outpatient medically 
necessary treatment. 

Air or Water Ambulance 
Covered expenses include charges for transportation to a hospital by air or water ambulance when: 

• 
• 
• 

Ground ambulance transportation is not available; and 
Your condition is unstable, and requires medical supervision and rapid transport; and 
In a medical emergency, transportation from one hospital to another hospital; when the first hospital does not 
have the required services or facilities to treat your condition and you need to be transported to another hospital; 
and the two conditions above are met. 

Limitations 
Not covered under this benefit are charges incurred to transport you: 

• 
• 
• 

If an ambulance service is not required by your physical condition; or 
If the type of ambulance service provided is not required for your physical condition; or 
By any form of transportation other than a professional ambulance service. 

Diagnostic and Preoperative Testing (GR·9NJ·I1·085.01CA) 

Diagnostic Complex Imaging Expenses 
The plan covers charges made on an outpatient basis by a physician, hospital or a licensed imaging or radiological 
facility for complex imaging services to diagnose an illness or injury, including: 

• CAT. scans; 
• Magnetic Resonance Imaging (MRI); 

27 



• Positron Emission Tomography (PET) Scans; and 
• Any other outpatient diagnostic imaging service costing over $500. 

Complex Imaging Expenses for preoperative testing will be payable under this benefit. 

Liinitations 
The plan does not cover diagnostic complex imaging expenses under this part of the plan if such imaging expenses are 
covered under any other part of the plan. 

Outpatient Diagnostic Lab Work and Radiological Services 
Covered expenses include charges for radiological services (other than diagnostic complex imaging), lab services, and 
pathology and other tests provided to diagnose an illness or injury. You must have definite symptoms that start, 
maintain or change a plan of treatment prescribed by a physician. The charges must be made by a physician, 
hospital or licensed radiological facility or lab. 

Important Reminder 
Refer to the Schedule of Benefits for details about any deductible, coinsurance and maximum that may apply to 
outpatient diagnostic testing; and lab and radiological services. 

Outpatient Preoperative Testing 
Prior to a scheduled covered surgery, covered expenses include charges made for tests performed by a hospital, 
surgery center, physician or licensed diagnostic laboratory provided'the charges for the surgery are covered 
expenses and the tests are: 

• 
• 
• 
• 
• 
• 

Related to your surgery, and the surgery takes place in a hospital or surgery center; 
Completed within 14 days before your surgery; 
Performed on an outpatient basis; 
Covered if you were an inpatient in a hospital; 
Not repeated in or by the. hospital or surgery center where the surgery will be performed. 
Test results should appear in your medical record kept by the hospital or surgery center where the surgery is 
performed. 

Limitations 
The plan does not cover diagnosticcoinplex imaging expenses under this part of the plan if such imaging expenses are 
covered under any other part of the plan. 

• If your tests indicate that surgery should not be performed because of your physical condition, the plan will pay 
for the tests, however surgery will not be covered. 

Important Reminder 
Complex Imaging testing for preoperative testing is covered under the complex imaging section. Separate cost sharing 
may apply. Refer to your Schedule of Benefits for information on .cost sharing amounts for complex imaging. 

Durable Medical and Surgical Equipment (DME) (GR·9;'': 1/·090-01) 

Covered expenses include charges by a DME supplier for the rental of equipment or, in lieu of rental: 

The initial purchase of DME if: 

• Long term care is planned; and 
• The equipment cannot be rented or is likely to cost less to purchase than to rent. 

Repair of purchased equipment. Maintenance and repaiFs needed due to misuse or abuse are not covered. 
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Replacement of purchased equipment if: 

• The replacement is needed because of a change in your physical condition; and 
• It is likely to cost less to replace the item than to repair the existing item or rent a similar item. 

The plan limits coverage to orie item of equipment, for the same or similar purpose and the accessories needed to 
operate the item. You are responsible for the entire cost of any additional pieces of the same or similar equipment you 
purchase or rent for personal convenience or mobility. 

Covered Durable Medical Equipment includes those items covered by Medicare unless excluded in the Exclusions 
section of this Booklet-Certificate. Aetna reserves the right to limit the payment of charges up to the most cost 
efficient and least restrictive level of service or item which can be safely and effectively provided. The decision to rent 
or purchase is at the discretion of Aetna. 

Important Reminder 
Refer to the 5 chedtlle if Benefits for details about durable medical and surgical equipment deductible, coinsurance 
and benefit· maximums. Also refer to Exclusions for information about Home and Mobility exclusions. 

Experimental or Investigational Treatment (GR.9N 1I-095-01-C/I) 

Covered expenses include charges made for the necessary and routine patient care physician and facility charges 
incurred by a covered person who is enrolled in a Phase I, Phase II, Phase III or Phase IV Clinical Trial study. A 
"clinical trial"means a patient research study that is designed to evaluate a new medical or drug treatment. Such 
proposed treatment: 

• 

• 

• 

must be for a life-threatening condition that will most likely cause death within one year or less despite therapy 
with currently accepted treatment; 
must have clinical and pre-clinical data that shows the clinical trial is medically indicated and will likely be more 
effective for that patient than available non-investigational alternatives; and 
as to experimental or investigational technologies, is likely to be beneficial to the covered person based upon at 
least two documents of medical and scientific evidence. 

The clinical trial must meet the following criteria: 

• 

• 

• 

It must be approved by centers or cooperative groups that are funded and sponsored by the National Institutes of 
Health, the Food and Drug Administration (FDA), the Department of Defense, the Department of Veterans 
Affairs, the National Cancer Institute (Ncr) or other similar national cooperative body; and 
It must have a written protocol that describes a scientifically sound study and have been approved by all relevant 
Institutional Review Boards (IRB) before participants are enrolled. Aetna reserves the right to request 
documentation to confirm that the clinical trial meets current standards for scientific merit and has the relevant 
IRB approval. 
The covered person: 

must not be treated "off protocol"; and 

must actually be enrolled in the clinical trial. 

For clinical trials involving experimental or investigational technologies (i.e., drugs, devices and procedures), the 
treatment or clinical trial must meet all of the following requirements: 

• . the investigational drug; device, therapy; or procedure; is under current review by the FDA and has an 
Investigational New Drug number (this does not apply if the investigational smdy is not required to be conducted 
under FDA scrutiny); and 

• the clinical trial has passed independent scientific scrutiny and has also been approved by an IRB' that will oversee 
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• 

• 

the investigation; and 
the clinical trial is sponsored by a national cooperative body (ex. Department of Defense) and conforms to the 
oversig~t criteria as defined by that organization for the performance of clinical trials; and 
the clinical trial is not a single institution or investigator study (this does not apply to NCI designated Cancer 
Center Trials). 

Charges for Covered Medical Expenses incurred by a covered person for the treatment: 

• provided in the clinical trial; and 
• that is a result of unintended medical complications caused by the treatment provided in the clinical trial; 

are payable on the same basis as any disease or illness covered under this Plan. 

Any care provided in the clinical trial must be for services that are considered Covered 'Medical Expenses under this 
Plan. They must be consistent with all of the terms and conditions of this Plan including but not limited to: 

• 
• 

Aetna's Clinical Guidelines and Utilization Review criteria; and 
Quality Assurance program. 

Covered persons are subject to all of the terms; conditions; provisions; limitations; and exclusions of this Plan 
including, but not limited to: precertification and referral requirements. 

Not covered are charges for: 

• 
• 

• 

costs of data collection and record-keeping that would not be required but for the clinical trial; and 
any services to clinical trial participants needed solely to satisfy data collection needs of the clinical trial (ex. 
protocol-induced costs); and 
services and supplies provided "free of charge" by the trial sponsor to the covered person. 

~regnancy Related Expenses (GR·9N.I1.IOO.OI-C/lj 

Covered expenses include charges made by a physician for pregnancy and childbirth services and supplies at the 
same level as any illness or injury. This includes prenatal visits, delivery and postnatal visits. 

For inpatient care of the mother and newborn child, covered expenses include charges made by a Hospital for a 
minimum of: 

• 
• 
• 

48 hours after a vaginal delivery; and 
96 hours after a cesarean section. 
A shorter stay, if the attending physician, with the consent of the mother, discharges the mother or newborn 
earlier. 

Covered expenses also include charges made by a birthing center as described under Alternatives to Hospital 
Care. 

Note: Covered expenses also include services and supplies provided for circumcision of the newborn during the 
stay, 
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Orthotic and Prosthetic Devices (GR-9N-11-IIO-0I CA) 

Covered Medical Expenses are payable for charges made for orthotic and prosthetic devices when: 

• prescribed by a physician (including a surgeon and podiatrist); or 
• ordered by any other licensed health care provider acting within the scope of his or her license. 

Covered medical expenses include, but are not limited to, charges made for: 

• 
• 

• 

the initial devices such as an artificial limb, hand, or foot; and 
the initial devices and the installation accessories, to restore a method of speaking for the covered person 
following a laryngectomy; and 
special footwear when needed due to foot disfigurements including disfigurement from cerebral palsy, arthritis, 
polio, spinabifida, diabetes, and foot disfigurement caused by accident or developmental disability, 

Also included are the repair and/or replacement of an orthotic or prosthetic device. The device will only be replaced 
if: 

• 
• 
• 

There is change in your physical condition; or normal growth or wear and tear; or 
It is likely to cost less to buy a new one than to repair the existing one; or 
The existing one cannot be made serviceable. 

Payment under this benefit will be made on the same basis as any other disease. This benefit will be subject to the 
same copay/deductible and any applicable calendar year, lifetime and/or payment limit maximums that apply to any 
other disease. 

The plan will not cover charges for or expenses related to the repair and replacement of orthotic or prosthetic devices 
necessitated by misuse or loss. 

AIDS Vaccine Services (GR-9N-J-II-1I1-01 C/I) 

Covered expenses include charges for a vaccine for acquired immune deficiency syndrome (AIDS) that is approved 
for marketing by the federal Food and Drug Administration and that is recommended by the United States Public 
Health Service. This Plan does not provide coverage for expenses for any clinical trials relating to an AIDS vaccine or 
for any AIDS vaccine that has been approved by the federal Food and Drug Administration in the form of an 
investigational new drug application. 

Expanded Alpha F eto Protein Services (GR-9N-J-II-112-01 C/I) 

This Plan provides coverage for the insured's participat:ion in the Expanded Alpha Feto Protein (AFP) program, 
which is a statewide prenatal testing program administered by the California State Department of Health Services. 

Short-Term Rehabilitation Therapy Services (GR-9N-II-120-01) 

Covered expenses include charges for short-term therapy services when prescribed by a physician as described 
below up to the benefit maximums listed on your Schedule afBenefits. The services have to be performed by: 

• 
• 
• 

A licensed or certified physical, occupational or speech therapist; 
A hospital, skilled nursing facility, or hospice facility; or 
A physician. 
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Charges for the following short term rehabilitation expenses are covered: 

Cardiac and Pulmonary Rehabilitation Benefits. 
• 

• 

Cardiac rehabilitation benefits are available as part of an inpatient hospital stay. A limited course of outpatient 
cardiac rehabilitation is covered when following angioplasty, cardiovascular surgery, congestive heart failure or 
myocardial infarction. The plan will cover charges in accordance with a treatment plan as determined by your risk 
lever when recommended by a physician. This course of treatment is limited to a maximum of 36 sessions in a 12 
week period. 
Pulmonary rehabilitation benefits are available as part of an inpatient hospital stay. A limited course of 
outpatient pulmonary rehabilitation is covered for the treatment of reversible pulmonary disease states. This 
course of treatment is limited to a maximum of 36 hours or a six week period. 

Outpatient Cognitive Therapy,Physical Therapy, Occupational Therapy and Speech 
Therapy Rehabilitation Benefits. 
Coverage is subject to the limits, if any, shown on the Schedttle of Benefits. Inpatient rehabilitation benefits for the 
services listed will be paid as part of your Inpatient Hospital and Skilled Nursing Facility benefits provision in this 
Booklet-Certificate. 

• 

• 

• 

• 

Physical therapy is covered for non-chronic conditions and acute illnesses and injuries, provided the therapy 
expects to significantly improve, develop or restore physical functions lost or impaired as a result of an acute 
illness, injury or surgical procedure. Physical therapy does not include educational training or services designed 
to develop physical function. 
Occupational therapy (except fat vocational rehabilitation or employment counseling) is covered for non-chronic 
conditions and acute illnesses and injuries, provided the therapy expects to significantly improve, develop or 
restore physical functions lost or impaired as a result of an acute illness, injury or surgical procedure, or to 
relearn skills to significantly improve independence in the activities of daily living. Occupational therapy does not 
include educational training or services designed to develop physical function. 
Speech therapy is covered for non-chronic conditions and acute illnesses and injuries and expected to restore the 
speech function or correct a speech impairment resulting from illness or injury; ot for delays in speech function 
development as a result of a gross anatomical defect present at birth. Speech function is the ability to express 
thoughts, speak words and form sentences. Speech impairment is difficulty with expressing one's thoughts with 
spoken words. 
Cognitive therapy associated with physical rehabilitation is covered when the cognitive deficits have been acquired 
as a result of neurologic impairment due to trauma, stroke, or encephalopathy, and when the therapy is part of a 
treatment plan intended to restore previous cognitive function. 

A "visit" consists of no more than one hour of therapy. Refer to the Schedule of Benefits for the visit maximum that 
applies to the plan. Covered expenses include charges for two therapy visits of no more than one hour in a 24-hour 
period. 

The therapy should follow a specific treatment plan that: 

• Details the treatment, and specifies frequency and duration; and 
• Provides for ongoing reviews and is renewed only if continued therapy is appropriate. 

Important Reminder 
Refer to the Schedttle of Benefits for details about the short-term rehabilitation therapy maximum benefit. 
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Unless specitically covered above, flot covered under this benefit are charges for: 

• 

• 

• 
• 

• 
• 

• 

Therapies for the treatment of delays in development, unless resulting from acute illness or injury, or congenital 
defects amenable to surgical repair (such as cleft lip/palate), are not covered. Examples of non-covered diagnoses 
include Pervasive Developmental Disorders (including Autism), Down's Syndrome, and Cerebral Palsy, as they 
are considered both developmental and/or chronic in nature; 
Any services which are covered expenses in whole or in part under any other group plan sponsored by an 
employer; 
Any services unless provided in accordance with a specific treatment plan; 
Services provided during a stay in a hospital, skilled nursing facility, or hospice facility except as stated 
above; 
Services not performe~ by a physician or under the direct supervision of a physician; 
Treatment covered as part of the Spinal Manipulation Treatment. This applies whether or not benefits have been 
paid under that section; 
Services provided by a physician or physical, occupational or speech therapist who resides in your home; or who 
is a member of your family, or a member of your spouse's family; or your domestic partner; 

•. Special education to instruct a person whose speech has been lost or impaired, to function without that abiliry. 
This includes lessons in sign language. 

Reconstructive or Cosmetic Surgery and Supplies (GR9NS.11-12S01CA) 

Covered expenses include charges made by a physician, hospital, or surgery center for reconstructive services and 
supplies, necessary to correct or repair abnormal structures of the body caused by congenital defects, developmental 
abnormalities, trauma, infection, tumors, or disease, to do either of the following: 

• improve function; or 
. . create a normal appearance, to the extent possible. 

This Plan does not cover cosmetic surgery that is performed to alter or reshape normal structures of the body in order 
to improve the insured's appearance. 

Reconstructive Breast Surgery 
Covered expenses include coverage for hospital and physician services related to mastectomy, including the 
following services in connection with breast reconstruction and post-mastectomy care: 

• 
• 
• 

prosthetic devices or reconstructive surgery of the breast upon which the mastectomy has been performed; 
prosthetic devices or reconstructive surgery of the other breast to produce a symmetrical appearance; and 
treatment for all complications from a mastectomy, including lymphedema. 

The minimum length of confinement following a mastectomy for which coverage is provided is the number of days 
determined by the attending physician to be necessary upon evaluation of the patient. . 

Coverage is provided for a post-discharge physician office visit or in-home nurse visit within the first 48 hours of 
discharge. 

Covered Medical Expenses are payable on the same basis as any other medical condition. 

Important Notice 
1\ benefit maximum may apply to reconstructive or cosmetic surgery services. Please refer to the Schedule rfBenqits. 
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Specialized Care (CR-9NS-II-IJ5-01 CA) 

Chemotherapy 
Covered expenses include charges for chemotherapy treatment. Coverage levels depend on where treatment is 
received. In most cases, chemotherapy is covered as outpatient care. Inpatient hospitalization for chemotherapy is 
limited to the initial dose while hospitalized for the diagnosis of cancer and when a hospital stay is otherwise 
medically necessary based on your health status. 

Radiation Therapy Benefits 
Covered expenses include charges for the treatment of illness by x-ray, gamma ray, accelerated particles, mesons, 
neutrons, radium or radioactive isotopes. 

Outpatient Infusion Therapy Benefits 
Covered expenses include charges made on an outpatient basis for infusion therapy by: 

• A free-standing facility; 
• The outpatient department of a hospital; or 
• A physician in his/her office or in your home. 

Infusion therapy is the intravenous or continuous administration of medications or solutions that are a part of your 
course of treatment. Charges for the following outpatient Infusion Therapy services and supplies are covered 
expenses: 

• 

• 
• 
• 
• 
• 
• 

The pharmaceutical when administered in connection with infusion therapy and any medical supplies, equipment 
and nursing services required to support the infusion therapy; 
Professional services; 
Total parenteral nutrition (TPN); 
Chemotherapy; 
Drug therapy (includes antibiotic and antivirals); 
Pain management (narcotics); and 
Hydration therapy (includes fluids, electrolytes and other additives). 

Not included under this infusion therapy benefit are charges incurred for: 

• 
• 
• 
• 

Enteral nutrition; 
Blood transfusions and blood products; 
Dialysis; and 
Insulin. 

Coverage is subject to the maximums, if any, shown in the Scbedule o/Beneftts. 

Coverage for inpatient infusion therapy is provided under the Inpatient Hospital and Skilled Nursing Facility Bene)its 
s.ections of this Booklet-Certificate. 

Benefits payable for infusion therapy will not count toward any applicable Home Health Care maximums. 

Important Reminder . 
Refer to the Schedtlle rfBenefits for details on any applicable deductible, coinsurance and maximum benefit limits. 
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Diabetic Equipment, Supplies and Education (CR9NJ 11-/3501 CAY 

Treatment of certain expenses incurred in connection with the treatment of diabetes are covered expenses. Benefits 
for these expenses are provided to the same extent as benefits for any other illness. 

Charges incurred in a hospital, convalescent or skilled nursing facility, or home health care will be paid at the 
applicable Payment Percentage. 

If a physician: 

• 
• 

• 

diagno~es diabetes; or 
diagnoses a significant change in the person's diabetic symptoms or condition that requires a change in the 
person's self-management of the disease; or 
determines that a person who is a diabetic needs reeducation or refresher education; 

charges for the following will be included as Other Medical Expenses; to the extent they are not already covered 
under any part of this "plan: 

• 
• 
• 
• 
• 
• 

blood glucose monitors, including monitors for the legally blind; 
test strips for glucose monitors; 
ketone strips; 
lancets and lancet puncture devices; 
visual magnifying aids for the legally blind; and 
insulin, injection aids, cartridges for the legally blind, syringes, insulin pumps and supplies; insulin infusion 
devices, glucagon, and prescriptive medications. 

Also included as Other Medical Expenses are charges incurred for Diabetic Self-Management Education. "Diabetic 
self-management education" is training designed to instruct a person in self-management of diabetes. It may include 
training in self care, diet, or proper use of equipment, supplies, and medications. Such charges must be made by a 
physician. . 

Charges incurred for the following are not inclu~ed as Covered Medical Expenses: 

• 

• 
• 

a diabetic education program whose only purpose is weight control; or which is available to the public at no cost; 
or 
a general program not just for diabetics; or 
a program made up of services not generally accepted as necessary for the management of diabetes. 

Treatment of Infertility (CR-9NJ-II-/35-0/ CA) 

Basic Infertility Expenses 
Covered expenses include charges made by a physician to diagnose and to surgically treat the underlying medical 
cause of infertility. . 

Spinal Manipulation Treatment 

Covered expenses include charges made by a physician on an outpatient basis for manipulative (adjustive) 
treatment or other physical treatment for conditions caused by (or related to) biomechanical or nerve conduction 
disorders of the spine. 
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Your benetIts are subject to the maximum shown in the Scheduleo/Benefits. However, this maximum does not apply to 
expenses incurred: 

• During your hospital stay; or 
• For surgery. This includes pre- and post-surgical care provided or ordered by the operating physician. 

Jawbone Surgery (G"R9NII.15001G1) 

This plan will provide coverage for the diagnosis and surgical and non-surgical procedures for conditions directly 
affecting the upper or lower jawbone, or associated bone joints. . 

Benefits are payable up to the jawbone surgery maximum shown in the Scher/tile 0/ Benifits. 

Charges in connection with any associated dental services are not covered under this benefit. 

Unless specified above, not covered under this benetlt are charges for non-surgical treatment of conditions directly 
affecting the upper or lower jawbone, or associated bone joints. 

Transplant Services (GR·9N 11·160·0/) 

. Covered expenses include charges incurred during a transplant occurrence. The following will be considered to be 
one transplant occurrence once it has been determined that you or one of your dependents may require an organ 
transplant. Organ means solid organ; stem cell; bone marrow; and tissue. 

• 
• 
• 
• 
• 
• 

Heart; 
Lung; 
Heart/Lung; 
Simultaneous Pancreas Kidney (SPK); 
Pancreas; 
Kidney; 

•. Liver; 
Intestine; • .. Bone Marrow/Stem Cell; 

• . Multiple organs replaced during one transplant surgery; 
Tandem transplants (Stem Cell); • 

• 
• 
• 

Sequential transplants; 
Re-transplant of same organ type within 180 days of the first transplant; 
Any other single organ transplant, unless otherwise excluded under the plan. 

The. following will be considered to be ;nore than one Transplant Occurrence: 

• 

• 

• 
• 

Autologous blood/bone marrow transplant followed by allogenic blood/bone marrow transplant (when not part 
of a tandem transplant); . 
Allogenic blood/bone marrow transplant followed by an autologous blood/bone marrow transplant (when not 
part of a tandem transplant); 
Re-transplant after 180 days of the tIrst transplant; 
Pancreas transplant following a kidney transplant; 

• . A transplant necessitated by an additional organ failure during the original transplant surgery/process; 
• More than one transplant when not performed as part of a planned tandem or sequential transplant, (e.g., a liver 

transplant with subsequent heart transplant). 

36 



The network level of benefits is paid only for a treatment received at a facility designated by the plan as an Institute 
of Excellence™ (IOE) for the type of transplant being performed. Each IOE facility has been selected to perform 
only certain types of transplants. 

Services obtained from a facility that is not designated as an IOE for the transplant being performed will be covered 
as out-of-netWork services and supplies, even if the facility is a network facility or IOE for other types of services. 

The plan covers: 

• 
• 

• 

• 
• 

• 

Charges made by a physician or transplant team. 
Charges made by a hospital, outpatient facility or physician for the medical and surgical expenses of a live 
donor, but only to the extent not covered by another plan or program. 
Related supplies and services provided by the facility during the transplant process. These services and supplies 
may include: physical, speech and occupational therapy; bio-medicals and immunosuppressants; home health care 
expenses and home infusion services. 
Charges for activating the donor search process with. national registries. 
Compatibility testing of prospective organ donors who are immediate family members. For the purpose of this 
coverage, an "immediate" family member is defined as a first-degree biological relative. These are your biological 
parents, siblings or children. 
Inpatient and outpatient expenses directly related to a transplant. 

Covered transplant expenses are typically incurred during the four phases of transplant care described below .. 
Expenses incurred for one transplant during these four phases of care will be considered one transplant occurrence. 

Atransplant occurrence is considered to begin at the point of evaluation for a transplant and end either 180 days from 
the date of the transplant; or upon the date you are discharged from the hospital or outpatient facility for the 
admission or visit(s) related to the transplant, whichever is later. 

The four phases of one transplant occurrence and a summary of covered transplant expenses during each phase are: 

1. Pre-transplant evaluation/screening: Includes all transplant-related professional and technical components 
required for assessment, evaluation and acceptance into a transplant facility's transplant program; 

2. Pre-transplant/candidacy screening: Includes HLA typing/ compatibility testing of prospective organ donors who 
are·immediate family members; 

3. Transplant event: Includes inpatient and outpatient services for all covered transplant-related health services and 
supplies provided to you and a donor during the one or more surgical procedures or medical therapies for a 
transplant; prescription drugs provided during your inpatient stay or outpatient visit(s), including bio-medical 
and immunosuppressant drugs; physical, speech or occupational therapy provided during your inpatient stay or 
outpatient visit(s); cadaveric and live donor organ procurement; and 

4. Follow-up care: Includes all covered transplant expenses; home health care services; home infusion services; and 
transplant-related outpatient services rendered within 180 days from the date of the transplant event. 

If you are a participant in the IOE program, the program will coordinate all solid organ and bone marrow transplants 
and other specialized care you need. Any covered expenses you incur from an IOE facility will be considered· 
network care expenses. 

Important Reminders 
To ensure coverage, all transplant procedures need to be precertified byAetna. Refer to the HOIJI the Plan Works 
section for details about precertification. 

Refer to the Schedule of Benefits for details about transplant expense maximums, if applicable. 
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Limitations 
Unless specified above, not covered under this benefit are charges incurred for: 

• 

• 
• 
• 
• 
• 

• 

Outpatient dmgs including bio-medicals and immunosuppressants not expressly related to an outpatient 
transplant occurrence; 
Services that are covered under any other part of this plan; 
Services and supplies furnished to a donor when the recipient is not covered under this plan; 
Home infusion therapy after the transplant occurrence; 
Harvesting or storage of organs, without the expectation of immediate transplantation for an existing illness; 
Harvesting and! or storage of bone marrow, tissue or stem cells, without the expectation of transplantation within 
12 months for an existing illness; 
Cornea (Corneal Graft with Amniotic Membrane) or Cartilage (autologous chondrocyte or autologous 
osteochondral mosaicplasty) transplants, unless otherwise authorized by Aetna. 

Network of Transplant Specialist Facilities 
Through the 10E netWork, you will have access to a provider network that specializes in transplants. Benefits may 
vary if an 10E facility or non-IOE or olJt-of-network provider is used. In addition, some expenses are payable only 
within the 10E. network. The 10E facility must be specifically approved and designated by Aetna to perform the 
procedure you require. Each facility in the IOE network has been selected to perform only certain types of 
transplants, based on quality of care and successful clinical outcomes. 

Treatment of Mental Disorders and Substance Abuse (GR-9N-II-172-01 CAl 

Treatment of Mental Disorders 
Covered expenses include charges made for the treatment of mental disorders by behavioral health providers. 

Important Note 
Not all types of services are covered. Foreiample, educational services and .certain types of therapies are not covered. 
See Health Plan Exc/tlsions aNd Limits for rnoreinforrnation. 

In addition to meeting all other conditions for coverage; the treatment must meet the following criteria: 

• 
• 

There is a written treatment plan prescribed and supervised by a behavioral health provider; 
This Plan includes follow-up treatment; and 

• This Plan is for a condition that can favorably be changed. 

Benefits are payable for charges incurred in a hospital, psychiatric hospital, residential treatment facility or 
behavioral health provider's office for the treatment of mental disorders as follows: 

Inpatient Treatment 
Covered expenses include charges for room and board at the semi-private room rate, and other services and 
supplies provided during your stay in a hospital, psychiatric hospital or residential treatment facility. Inpatient 
benefits are payable only if your condition requires services that are only available in an inpatient setting. 

Important Reminder 
Inpatient care, partial hospitalizations and outpatient treatment must be pre certified by Aetna. Refer to HolV the 
Plan Works for more information about precertification. 

Partial Confinement Treatment 
Covered expenses include charges made for partial confinement treatment provided in a facility or program for 
the intermediate short-term or medically-directed intensive treatment of a mental disorder. Such benefits are payable 
if your condition requires services that are only available in a partial confinement treatment setting. 
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Important Reminder 
Inpatiemcare, partial hospitalizations and outpatient treatment must be precertified by Aetna. Refer to How the 
Nan Works for more information about precertification, . 

Outpatient Treatment 
Covered expenses include charges for treatment received while not confined as a full-time inpatient in a hospital, 
psychiatric hospital or residential treatment facility. 

The plan covers partial hospitalization services (more than 4 hours, but less than 24 hours per day) provided in a 
facility or program for the intermediate short-term or medically-directed intensive treatment. The partial 
hospitalization will only be covered if you would need inpatient care if you were not admitted to this type of facility. 

Important Reminder' ..... ', '/ '. '.... '. ,. . ',': 

• lripatientsare~ parcial h<>gpitaliia~otis and outpa:ti~nt treatment must be precertified by Aetna. R~tet (d'Jfb:,p the' 
Plan WiJrk,rfor more iriformationaboutprecertification; . , , ..... " . " .• 

• Please refer to the 5 cheduleofBetlifits for any copayments/ deductibles, niaximumsan,d Coiilsuranc~ Linu,i,thai 
may apply to your mental disorders beridits: ..., 

Treatment of Substance Abuse 
Covered expenses include charges made for the treatmeht of substance abuse. by behavioral health providers. 

Important Note . . . . " . . . 
Not all types of services are. covered. For example, educational services and certain types of therapies are not covered. 
See Health Plan Exclusions and Limits for mOre information. 

Substance Abuse 
In addition to meeting all other conditions for coverage, the treatment must meet the following criteria: 

• 
• 

There is a program of therapy prescribed and supervised by a behavioral health provider. 
The program of therapy includes either: 

A follow up program directed by a behavioral health provider on at least a monthly basis; or 
Meetings at least twice a month with an organization devoted to the treatment of alcoholism or substance 
abuse. 

Please refer to the Schedule of Benifits for any substance abuse deductibles, maximums and Coinsurance Limit that 
may apply to your substance abuse benefits. 

Inpatient Treatment 
This Plan covers room and board at the semi-private room rate and other services and supplies provided during 
your stay in a psychiatric hospital or residential treatment facility, appropriately licensed by the state Department 
of Health or its equivalent. 

Coverage includes: 

• Treatment in a hospital for the medical complications of substance abuse. 
• "i\'fedical complications" include detoxification, electrolyte imbalances, malnutrition, cirrhosis of the liver, 

delirium tremens and hepatitis. . 
• Treatment in a hospital is covered only when the hospital does not have a separate treatment facility section. 

Important Reminder 
Inpatient care, partial hospitalizations and outpatient treatment must be pre certified by Aetna. Refer to HOJv the 
PiaN Works for more information about precertification. ' 
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Outpatient Treatment 
Outpatient treatment includes charges for treatment received substance abuse while not confined as a full-time 
inpatient in a hospital, psychiatric hospital or residential treatment facility. 

This Plan covers partial hospitalization services (more than 4 hours, but less than 24 hours per day) provided in a 
facility or program for the intermediate short-term or medically-directed intensive treatment of alcohol or drug abuse. 
The partial hospitalization will only be covered if you would need inpatient treatment if you were not admitted to 
this type of facility. 

Important Reminder· 
Inpatient treatment, partial~hospitalization care and outpatient treatment must be precertified by Aetna; Refer to 
How the Plan Works:fcir more information abo~t precertification. 

Partial Confinement Treatment 
Covered expenses include charges made for partial confinement treatment provided in a facility or program for 
the intermediate short-term or medically-directed intensive treatment of substance abuse. 

Such benefits are payable if your condition requires services that are only available in a partial confinement 
treatment setting. 

Important Reminders 
• Inpatient care, partial hospitalizations and outpatient treatment must be pre certified by Aetna. Refer to How/he 

Plan Works for more information about precertification. 
• Please refer to the Schedule if Benifits for anycopayments/ deductibles, maximums andComsurartce Limit that 

may apply to your substance abuse benefits. . 

Oral and Maxillofacial Treatment (Mouth, Jaws and Teeth) (GR·9Nl'-180-

01) 

Covered expenses include charges made by a physician, a derttist and hospital for: 

• Non-surgical treatment of infections or diseases of the mouth, jaw joints or supporting tissues. 

Services and supplies for treatment of, or related conditions of, the teeth, mouth, jaws, jaw joints or supporting 
tissues, (this includes bones, muscles, and nerves), for surgery needed to: 

• 
• 

• 

• 

Treat a fracture, dislocation, or wound. 
Cut out teeth that are partly or completely impacted in the bone of the jaw; teeth that will not erupt through the 
gum; other teeth that cannot be removed without cutting into bone; the roots of a tooth without removing the 
entire tooth; cysts, tumors, or other diseased tissues. 
Cut into gums and tissues of the mouth. This is only covered when not done in connection with the removal, 
replacement or repair of teeth. 
Alter the jaw, jaw joints, or bite relationships by a cutting procedure when appliance therapy alone cannot result in 

... functional improvement. 

Hospital services and supplies received for a stay required because of your condition. 

Dental work, surgery and orthodontic treatment needed to remove, repair, restore or reposition: 

(a) Natural teeth damaged, lost, or removed; or 
(b) Other body tissues of the mouth fractured or cut 

due to injury. 
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. Any such teeth must have been free from decay or in good repair, and are firmly attached to the jaw bone at the time 
of the injury. 

The treatment must be completed in the Calendar Year of the accident or in the next Calendar Year. 

If crowns, dentures, bridges, or in-mouth appliances are installed due to injury, covered expenses only include 
charges for: 

• 
• 
• 

The first denture or fixed bridgework to replace lost teeth; 
The first crown needed to repair each damaged tooth; and 
An in-mouth appliance used in the first course of orthodontic treatment after the injury. 

Second Medical Opinion Services (GR-9N 11-191·01 CAJ 

When requested by you or your covered dependent, or by a contracting health professional who is treating you or 
your covered dependent, this plan pays a benefit for charges for a second opinion by an appropriately qualified health 
care professional. Reasons for the second opinion include the following: 

• 

• 

• 

• 

• 

You or your covered dependent is questioning the reasonableness or necessity of recommended surgical 
procedures; 
You or your covered dependent is questioning a diagnosis or plan of care for a condition that threatens loss of 
life, loss of limb, loss of bodily function or substantial impairment, including, but not limited to, a serious chronic 
condition; 
When clinical indications are not clear or are complex and confusing, a diagnosis is in doubt due to conflicting 
test results, or the treating health professional is unable to diagnose the condition and you or your covered 
dependent requests an additional diagnosis; 
When the treatment plan in progress is not improving the medial condition of you or your covered dependent 
within an appropriate period of time given the diagnosis and plan of care, and you or YOl,lr covered dependent 
request a second opinion regarding the diagnosis or continuance of the treatment; and 
When you or your covered dependent has attempted to follow the plan of care or consulted with the initial 
provider concerning serious concerns about the diagnosis or plan of care. 

For purposes of this benefit, an "Appropriately Qualified Health Care Professional" is a physician or a specialist who 
is acting within his or her scope of practice and who possesses a clinical background, including training and expertise, 
related to the particular illness, disease, condition or conditions associated with the request for a second opinion. 

Anesthesia and Associated Hospitalization For Certain Dental Care (GR-9N ".ISI-OI-CA) 

Covered expenses include charges made for general anesthesia and associated hospital, surgery center or other 
licensed facility charges in connection with dental care if any of the following applies: 

• 
• 
• 

the person is a child age 6 or under; 
the person has a medical condition that requires hospitalization or general anesthesia for dental care; or 
the person is disabled. 

As used in this section, "disabled" means a person, regarclless of age, with a chronic disability if the chronic disability 
meets all of the following conditions: 

• 
• 
• 

It is attributable to a mental orphysical impairment or combination of mental and physical impairments. 
It is likely to continue. 
It results in substantial functional limitations in one or more of the follOWing activities: 

self-care; 

receptive and expressive language; 

learning; 
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mobility; 

capacity for independent living; or 

economic self-sufficiency. 

Aetna may require prior authorization for covered services and associated charges in the same manner that prior 
authorization is required for these benefits in connection with other covered medical care. 
Charges in connection with the dental procedure itself, including, but not limited to, those for the professional fees of 
the dentist are not covered. 

Medical Plan Exclusions (GR.9N28·015 02) 

Not every medical service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically riecessary and included in 
the !I:7hat the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
[f7hat The Plan Covers section or by amendment attached to this Booklet-Certificate. 

Important Note: 
You have medical and prescripcipn drug insurance coverage; The.exclusions listed below apply to all coverageurider . 
your plan. Additional exclusions apply to specific prescription drug coverage. Those additional exclusions are listed 
separately under the What The Plan Covers section for each of these benefits. 

Acupuncture, acupressure and acupuncture therapy, except as provided in the What the Plan Covers section. 

Allergy: Specific non-standard allergy services and supplies, including but not limited to, skin titration (Rinkle 
method), cytotoxicity testing (Bryan's Test) treatment of non-specific candida sensitivity, and urine autoinjections. 

Any charges in excess of the benefit, dollar, day, visit or s·upply limits stated in this Booklet-Certificate. 

Any non-emergency charges incurred outside of the United States 1) if you traveled to such location to obtain 
prescription drugs, or supplies, even if otherwise covered under this Booklet-Certificate, or 2) such drugs or supplies 
are unavailable or illegal in the United States, or 3) the purchase of such prescription drugs or supplies outside. the 
United States is considered illegal. 

Applied Behavioral Analysis, the LEAP, TEACCH, Denver and Rutgers programs. 

Behavioral Health Services: 

• 

• 

• 

• 
• 
• 

Alcoholism or substance abuse rehabilitation treatment on an inpatient or outpatient basis, except to the extent 
coverage for detoxification or treatment of alcoholism or s.ubstance abuse. is specifically provided in the What 
the i'vledical Plan Covers Section. 
Treatment of a covered health care provider who specializes in the mental health care field and who receives 
treatment as a part of their training in that field. 
Treatment of impulse control disorders such as pathological gambling, kleptomania, pedophilia, caffeine or 
nicotine use. 
Treatment of antisocial personality cusorder. 
Treatment in wilderness programs or other similar programs. 
Treatment of mental retardation, defects, and deficiencies. This exclusion does not apply to mental health services 
or to medical treatment of mentally retarded in accordance with the benefits provided in the What the Plan Covers 
section of this Booklet-Certificate. 

Bkiod, blood plasma, synthetic blood, blood products or substitutes, including but not limited to, the provision of 
blood, other than blood derived clotting factors. Any related services including processing, storage or replacement 
costs, and the services of blood donors, apheresis or plasmapheresis are not covered. For autologous blood donations, 
only administration and processing costs are covered. 
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Charges for a service or supply furnished by a network provider in excess of the negotiated charge, or an out-of
network provider in excess of the recognized charge. 

Charges submitted for services that are not rendered, or rendered to a person not eligible for coverage under the plan. 

Charges submitted for services by an unlicensed hospital, physician or other provider or not within the scope of the 
provider's license. 

Contraception, except as specifically described in the What the Plan Covers Section: 

• Over the counter contraceptive supplies including but not limited to condoms, contraceptive foams, jellies and 
ointments. 

Cosmetic services and plastic surgery: any treatment, surgery (cosmetic or plastic), service or supply to alter, improve 
or enhance the shape or appearance of the body whether or not for psychological or emotional reasons including: 

• 

• 

• 
• 
• 

• 
• 
• 

Face lifts, body lifts, tummy tucks, liposuctions, removal of excess skin, removal or reduction of non-malignant 
moles, blemishes, varicose veins, cosmetic eyelid surgery and other surgical procedures; 
Chemical peels, dermabrasion, laser or light treatments, bleaching, creams, ointments or other treatments or 
supplies to alter the appearance or texture of the skin; 
Insertion or removal of any implant that alters the appearance of the body (such as breast or chin implants); 
Removal of tattoos; 
Repair of piercings and other voluntary body modifications, including removal of injected or implanted 
substances or devices; 
Surgery to correct Gynecomastia; 
Breast augmentatiop; and 
Otoplasty: 

Counseling: Services and treatment for marriage, religious, family, career, social adjustment, pastoral; or financial 
counselor. 

Court ordered services, including those required as a condition of parole or release. 

Custodial Care 

Dental Services: any treatment, services or supplies related to the care, filling, removal or replacement of teeth and the 
treatment of injuries and diseases of the teeth, gums, and other structures supporting the teeth. This includes but is 
not limited to: 

• 

• 

• 

services of dentists, oral surgeons, dental hygienists, and orthodontists including apicoectomy (dental root 
resection), root canal treatment, soft tissue impactions, treatment of periodontal disease, alveolectomy, 
augmentation and vestibuloplasty and fluoride and other substances to protect, clean or alter the appearance of 
teeth; 
dental implants, false teeth, prosthetic restoration of dental implants, plates, dentures, braces, mouth guards, and 
other devices to protect, replace or reposition teeth; and 
non-surgical treatments to alter bite or the alignment or operation of the jaw, including treatment of malocclusion 
or devices to alter bite or alignment. 

This exclusion does not include removal of bony impacted teeth, bone fractures, removal of tumors and 
orthodontogenic cysts. 
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Disposable outpatient supplies: Any outpatient disposable supply or device, including sheaths, bags, elastic garments, 
support hose, bandages, bedpans, syringes, blood or urine testing supplies, and other home test kits; and splints, neck 
braces, compresses, and other devices not intended for reuse by another patient. . 

Drugs, medications and supplies: 

• 

• 
• 

• 
• 
• 
• 
• 
• 
• 
• 

• 

• 

Over-the-counter drugs, biological or chemical preparations and supplies that may be obtained without a 
prescription including vitamins; 
Any services related to the dispensing, injection or application of a drug; 
Any prescription drug purchased illegally outside the United States, even if otherwise covered under this plan 
within the United States; 
Immunizations related to work; 
Needles, syringes and other injectable aids, except as covered for diabetic supplies; 
Drugs related to the treatment of non-covered expenses; 
Performance enhancing steroids; 
Injectable drugs iEan alternative oral drug is available; 
Outpatient prescription drugs; 
Self-injectable prescription drugs and medications; 
Any prescription drugs, injectables, or medications or supplies provided by the policyholder or through a third 
party vendor contract with the policyholder; and 
Any expenses for prescription drugs, and supplies covered under an Aetna Pharmacy plan will not be covered 
under this medical expense plan. Prescription drug exclusions that apply to the Aetna Pharmacy plan will apply to 
the medical expense coverage; and 
Charges for any prescription drug for the treatment of erectile dysfunction, impotence, or sexual dysfunction or 

. inadequacy. 

Educational services: 

• 

• 

• 

Any services or supplies related to education, training or retraining services or testing, including: special education, 
remedial education, job traIning and job hardening programs; 
Evaluation or treatment of learning disabilities, minimal brain dysfunction, developmental, learning and 
communication disorders,behavioral disorders, (including pervasive developmental disorders) training or 
cognitive rehabilitation, regardless of the underlying cause; and 
Services, treatment, and educational testing and training related to behavioral (conduct) problems, learning 
disabilities and delays in developing skills. 

Examinations: 

• A.ny health examinations: 

required by a third party, including examinations and treatments required to obtain or maintain employment, 
or which an employer is required to provide under a labor agreement; 

required by any law of a government, securing insurance or school admissions, or professional or other 
licenses; 

required to travel, attend a school, camp, or sporting event Or participate in a sport or other recreational 
activity; and 

any special medical reports not directly related to treatment except when provided as part of a covered 
servIce. 
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Experimental or investigational drugs, devices, treatments or procedures, except as described in the IPbat tbe Plan 
Cotlers section. 

Facility charges foreare services or supplies provided in: 

• 
• 
• 
• 
• 
• 

. rest homes; 
assisted living facilities; 
similar institutions serving as an individuals primary residence or providing primarily custodial or rest care; 
health resorts; 
spas, sanitariums; or 
infirmaries at schools, colleges, or camps. 

Food items: Any food item, including but not limited to infant formulas, nutritional supplements, vitamins, including 
but not limited to prescription vitamins, medical foods and other nutritional items, even if it is the sole source of 
nutrition, except as described in the What the Plan Covers section. 

Foot care: Except as specifically covered for diabetics, any services, supplies, or devices to improve comfort or 
appearance of toes, feet or ankles, including but not limited to: 

• 

• 

treatment of calluses, bunions, toenails, hammer-toes, subluxations, fallen arches, weak feet, chronic foot pain or 
conditions caused by routine activities such as walking, running, working or wearing shoes; and 
Shoes (including but not limited to orthopedic shoes), foot orthotics, arch supports, shoe inserts, ankle braces, 
guards, protectors, creams, ointments and other equipment, devices and supplies, even if required following a 
covered treatment of an illness or injury. 

Growth/Height: Any treatment, device, drug, service or supply (including surgical procedures, devices to stimulate 
growth and growth hormones), solely to increase or decrease height or alter the rate of growth. 

Hearing: 

• 
• 
• 

Any hearing s·ervice or supply that does not meet professionally accepted standards; 
Hearing exams given during a stay in a hospital or other facility; and 
Any tests, appliances, and devices for the improvement of hearing (including but not limited to hearing aids and 
amplifiers), or to enhance other forms of communication to compensate for hearing loss or devices that simulate 
speech. 

Home and mobility: Any addition or alteration to a home, workplace or other environment, or vehicle and any related 
equipment or device, such as but not limited to: . 

• 

• 
• 

• 

• 

• 

Purchase or rental of exercise equipment, air purifiers, central or unit air conditioners, water purifiers, waterbeds. 
and swimming pools; . 
Exercise and training devices, whirlpools, portable whirlpool pumps, sauna baths, or massage devices; 
Equipment or supplies to aid sleeping or sitting, including but not limited to non-hospital electric and air beds, 
water beds, pillows, sheets, blankets, warming or cooling devices, bed tables and reclining chairs; 
Etluipment installed in your home, workplace or other environment, including but not limited to stair-glides, 
elevators, wheelchair ramps, or equipment to alter air quality, humidity or temperature; 
Other additions or alterations to your home, workplace or other environment, including but not limited to room 
:tdditions, changes in cabinets, countertops, doorways,bghting, wiring, furniture, communication aids, wireless 
alert systems, or home monitoring; 
Services and supplies furnished mainly to proVIde a surrounding free from exposure that can worsen your illness 
or injury; 
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• 

• 

Removal from your home, worksite or other environment of carpeting, hypo-allergenic pillows, mattresses, paint, 
mold, asbestos, fiberglass, dust, pet dander, pests' or other potential sources of allergies or illness; and 
Transportation devices, including but not limited to stair-climbing wheelchairs, personal transporters, bicycles, 
automobiles, vans or trucks, or alterations to any vehicle or transportation device. 

Home births: Any services and supplies related to births occurring in the home or in a place not licensed to perform 
deliveries. 

Infertility: except as specitically described in the What the Plan Covers Section, any services, treatments, procedures or 
supplies that are designed to enhance fertility or the likelihood of conception, including but not limited to: 

• 
• 
• 
• 

• 

• 
• 
• 

• 

• 
• 

• 

Drugs related to the treatment of non-covered benetits; 
Injectable infertility medications, including but not limited to menotropins, hCG, GnRH agonists, and IVIG; 
Artificial Insemination; 
Any advanced reproductive technology ("ART") procedures or servites related to such procedures, including but 
not limited to in vitro fertilization ("IVF"), gamete intra-fallopian transfer ("GIFT"), zygote intra-fallopian 
transfer ("ZIFT"), and intra-cytoplasmic sperm injection ("ICSI"); Artiticial Insemination for covered females 
attempting to become pregnant who are not infertile as de tined by the plan; 
Infertility services for couples in which 1 of the partners has had a previous sterilization procedure, with or 
without surgical reversal; 
Procedures, services and supplies to reverse voluntary sterilization 
Infertility services for females with FSH levels 19 or greater mIU / ml on day 3 of the menstrual cycle; 
The purchase of donor sperm and any charges for the storage of sperm; the purchase of donor eggs and any 
charges associated with care of the donor required for donor egg retrievals or transfers or gestational carriers or 
surrogacy; donor egg retrieval or fees associated with donor egg programs, including but not limited to fees for 
laboratory tests; 
Charges associated with cryopreservation or storage of cryopreserved eggs and embryos (e.g., oftice, hospital, 
ultrasounds, laboratory tests, etc.); any charges associated with a frozen embryo or egg transfer, including but not 
limited to thawing charges; 
Home ovulation prediction kits or home pregnancy tests; and 
Any charges associated with care required to obtain ART Services (e.g., office, hospital, ultrasounds, laboratory 
tests); and any charges associated with obtaining sperm for any ART procedures; and 
ovulation induction and intrauterine insemination services if you are not infertile. 

Maintenance Care 

Medicare: Payment for that portion of the charge for which Medicare or another party is the primary payer. 

Miscellaneous charges for services or supplies including: 

• 
• 
• 
• 

Annual or other charges to be in a physician's practice; 
Charges to have preferred access to a physician's services such as boutique or concierge physician practices; 
Cancelled or missed appointment charges or charges to complete claim forms; 
Charges the recipient has no legal obligation to pay; or the charges would not be made if the recipient did not 
have coverage (to the extent exclusion is permitted by law) including: 

Care in charitable institutions; 

Care for conditions related to current or previous military service; 

Care while in the custody of a governmental authority; 

Any care a public hospital or other facility is required to provide; or 

Any care in a hospital or other facility owned or operated by any federal, state or other governmental entity, 
except to the extent coverage is required by ai:Jplicable laws. 

Nursing and home health aide services provided outside of the home (such as in conjunction with school, vacation, 
work or recreational activities).. 
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Non-medically necessary services, including but not limited to, those treatments, services, prescription drugs and 
supplies which are not medically necessary, as determined by Aetna, for the diagnosis and treatment of illness, 
injury, restoration of physiological functions, or covered preventive services. This applies even if they are prescribed, 
recommended or approved by your physician or dentist. 

Personal comfort and convenience items: Any service or supply primarily for your convenience and personal comfort 
or that of a third party, including: Telephone, television, internet, barber or beauty service or other guest services; 
housekeeping, cooking, cleaning, shopping, monitoring, security or other home services; and travel, transportation, or 
living expenses, rest cures, recreational or diversional therapy. 

Private duty nursing during your stay in a hospital, and outpatient private duty nursing services; except as specifically 
described in the Private Dtfry Nursing provision in the What the Plan Covers Section. 

Prosthetics or prosthetic devices unless specifically covered under What the Plan Covers Section. 

Sex change: Any treatment, drug, service or supply/related to changing sex or sexual characteristics, including: 

• 
• 
• 
• 

Surgical procedures to alter the appearance or function of the body; 
Hormones and hormone therapy; 
Prosthetic devices; and 
Medical or psychological counseling. 

. Services provided by a spouse, domestic partner, parent, child, step-child, brother, sister, in-law or any household 
member. . 

Services of a resident physician or intern rendered in that capacity; 

Services provided where there is no evidence of pathology, dysfunction, or disease; except as specifically provided in 
connection with covered routine care and cancer screenings. 

Sexual dysfunction/enhancement: Any treatment, drug, service or supply to treat sexual dysfunction, enhance sexual 
performance or increase sexual desire, including: 

• 

• 

Surgery, drugs, implants, devices or preparations to correct or enhance erectile function, enhance sensitivity, or 
alter the shape or appearance of a sex organ; and 
Sex therapy, sex counseling, marriage counseling or other counseling or advisory services. 

Smoking: Any treatment, drug, service or supply to stop or reduce smoking or the use of other tobacco products or to 
treat or reduce nicotine addiction, dependence or cravings, including counseling, hypnosis and other therapies, 
medications, nicotine patches and gum. 

Services, including those related to pre£.,lTlancy, rendered before the effective date or after the termination of coverage, 
unless coverage is continued under the Continuation of Covera,ge section of this Booklet-Certificate. . 

Services that are not covered under this Booklet-Certificate. 

Services and supplies provided in connection with treatment or care that is not covered under the plan. 

Speech therapy for treatment of delays in speech development, except as specifically provided in What the Medical Plan 
Covers Jution. For example, the plan does not cover therapy when it is used to improve speech skills that have not fully 
developed. 

Spinal disorder, including care in connection with the detection and correction by manual or mechanical means of 
structural imbalance, distortion or dislocation in the human body or other physical treatment of any condition caused 
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by or related to biomechanical or nerve conduction disorders of the spine including manipulation of the spine 
treatment, except as specifically provided in the What the Plan Covers section. 

Strength and performance: Services, devices and supplies to enhance strength, physical condition, endurance or 
physical performance, including: . 

• 
• 
• 

Exercise equipment, memberships in health or fitness clubs, training, advice, or coaching; 
Drugs or preparations to enhance strength, performance, or endurance; and 
Treatments, services and supplies to treat illnesses, injuries or disabilities related to the use of performance
enhancing drugs or preparations. 

Therapies for the treatment of delays in development, unless resulting from acute illness or injury, or congenital 
defects amenable to surgical repair (such as cleft lip/palate), are not covered. Examples of non-covered diagnoses 
include Pervasive Developmental Disorders (including Autism), Down syndrome, and Cerebral Palsy, as they are 
considered both developmental and/or chronic in narure. 

Therapies and tests: Any of the following treatments or procedures: 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 

Aromatherapy; 
Bio-feedback and bioenergetic therapy; 
Carbon dioxide therapy; . 
Chelation therapy (except for heavy metal poisoning); 
Computer-aided tomography (CA 1') scanning of the entire body; 
Educational therapy; 
Gastric irrigation; 
Hair analysis; 
Hyperbaric therapy, except for the treatment of decompression or to promote healing of wounds; 
Hypnosis, and hypnotherapy, except when performed by a physician as a form of anesthesia in connection with 
covered surgery; 
Lovaas therapy; 
Massage therapy; 
Megavitamin therapy; 
Primal therapy; 
Psychodrama; 
Purging; 
Recreational therapy; 
Rolfing; 
Sensory or auditory integration therapy; 
Sleep therapy; 
Thermograms and thermography. 

Transplant-The transplant coverage does not include charges for: 

• 

• 
• 
• 
• 

• 

Outpatient drugs including bio-medicals and immunosuppressants not expressly related to an outpatient 
transplant occurrence; 
Services and supplies furnished to a donor when recipient is not a covered person; 
Home infusion therapy after the transplant occurrence; 
Harvesting and/or storage of organs, without the expectation of immediate transplantation for an existing illness; 
Harvesting and/ or storage of bone marrow, tissue or stem cells without the expectation of transplantation within 
12 months for an existing illness; 
Cornea (corneal graft with amniotic membrane) or cartilage (autologous chondrocyte or autologous 
osteochondral mosaicplasty) transplants, unless otherwise precertified by Aetna; 

48 



Transportation costs, including ambulance services for routine transportation to receive outpatient or inpatient 
services except as described in What the Plan Covers section. 

Unauthorized services, including any service obtained by or on behalf of a covered person without Precertification by 
Aetna when required. This exclusion does not apply in a Medical Emergency or in an Urgent Care situation. 

Vision-related services and supplies, except as described in the What the Plan Covers section. The plan does not cover: 

• 
• 
• 
• 
• 
• 
• 
• 
• 

Special supplies such as non-prescription sunglasses and subnormal vision aids; 
Vision service or supply which does not meet professionally accepted standards; 
Eye exams during your stay in a hospital or other facility for health care; 
Eye exams for contact lenses or their fitting; 
Eyeglasses or duplicate or spare eyeglasses or lenses or frames; 
Replacement of lenses or frames that are lost or stolen or broken; 
Acuity tests; 
Eye surgery for the correction of vision, including radial keratotomy, LASII( and similar procedures; 
Services to treat errors of refraction. 

Weight: Any treatment, drug service or supply intended to decrease or increase body weight, control weight or treat 
obesity, including morbid obesity, regardless of the existence of comorbid conditions; except as provided by this 
Booklet-Certificate, including but not limited to: 

• 

• 

• 

Liposuction, banding, gastric stapling, gastric by-pass and other forms of bariatric surgery; surgical procedures 
medical treatments, weight control/loss programs and other services and supplies that are primarily intended to 
treat, or are related to the treatment of obesity, including morbid obesity; 
Drugs, stimulants, preparations, foods or .diet supplements, dietary regimens and supplements, food or food 
supplements, appetite suppressants and other me~cations; 
Counseling, coaching, training, hypnosis or other forms of therapy; and 
Exercise programs, exercise equipment, membership to health or fitness clubs, recreational therapy or other 
forms of activity or activity enhancement. 

Work related: Any illness or injury related to employment or self-employment including any illness or injury that 
arises out of (or in the course of) any work for payor profit, unless no other source of coverage or reimbursement is 
available to you for the services or supplie~. Sources of coverage or reimbursement may include your employer, 
workers' compensation, or an occupational illness or similar program under local, state or federal law. A source of 
coverage or reimbursement will be considered available to you even if you waived your right to payment from that 
soun~e. If you are also covered under a workers' compensation law or similar law, and submit proof that you are not 
covered for a particular illness or injury under such law, that illness or injury will be considered "non-occupational" 
regardless of cause. 

Preexisting Conditions Exclusions and Limitations (GR-9NS-28-0f9-0f C/J) 

t\ preexisting condition is an illness or injury for which, during the 180 dayperiod immediately prior to your 
enrollment date medical treatment; services, or supplies were received or prescription drugs or medicines were 
taken. 

The preexisting condition limitation does not apply to: 

• 
• 

A newborn enrolled within 31 days of birth; 
j\ child who is adopted or placed for adoption before attaining 18 years of age if the child becomes covered under 
creditable coverage within 31 days of birth, adoption, or placement of adoption; 
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• 

• 

Genetic information will not be treated as a preexisting condition in the absence of a diagnosis of the condition 
related to that information; 
Pregnancy will not be treated as a preexisting condition. 

For the first 180 days following your Enrollment Date, covered medical expenses do not include any expenses for 
treatment related to a preexisting condition that manifested itself during the 180 day period immediately preceding 
your Enrollment Date. 

Enrollment Date means the earlier of: 

• 

• 

your Effective Date of Coverage under this Booklet-Certificate (or, if applicable, a prior plan of your employer 
that has been replaced by this Plan); or 
the first day of your probationary period, if applicable. 

Special Rules as to a Preexisting Condition 
If you had group creditable coverage and such coverage terminated within 180 days prior to your effective date, 
then any limitation as to a preexisting condition under this coverage will not apply to you. 

If you had individual creditable coverage (this includes Medicare, Medicaid, and Medi-Cal) and such coverage 
terminated within 90 days prior to your effective date, then any limitation as to a preexisting condition under this 
coverage will not apply to you. 

As used above: "creditable coverage" means a person's prior medical coverage as defined in the Federal Health 
Insurance Portability and Accountability Act (HIP AA) asof 1996. Creditable coverage and late enrollee are defined 
in the Glossary. 
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Your Pharmacy Benefit (GR-9N-J-12-005-02) 

How the Pharmacy Plan Works 

It is important that you have the information and useful resources to help you get the most out of your Aetna 
prescription drug plan. This Booklet-Certificate explains: 

• 
• 
• 
• 
• 
• 

Definitions you need to know; 
How to access network pharmacies and procedures you need to follow; 
\'(!hat prescription drug expenses are covered and what limits may apply; 
What prescription drug expenses are not covered by the plan; 
How you share the cost of your covered prescription drug expenses; and 
Other important information such as eligibility, complaints and appeals, termination, and general administration 
of the plan. 

A few important notes to consider before moving forward: 

• 
• 

• 

• 

Unless otherwise indicated, "you" refers to you and your covered dependents. 
Your prescription drug plan pays benefits only for prescription drug expenses described in this Booklet-· 
Certificate as covered- expenses that are medically necessary. 
This Booklet-Certificate applies to coverage only and does not restrict your ability to receive prescriptiondrugsi 
that are not or might not be covered benefits under this prescription drug plan. 
Store this Booklet-Certificate in a safe place for future reference. 

Notice 
The plan does not cover all prescription drugs, medications and supplies. Refer to the Limitations section of this 
coverage and Exclusions section of your Booklet-Certificate. 

• Covered expenses are subject to cost sharing requirements as described in the Cost Sharing sections-of this -
coverage and in your Schedule of Benefits. 

• Prescription drugs will only be covered when obtained through a network pharmacy. 
• Injectable prescription drug refills will only be covered when obtained through Aetna's specialty pharmacy 

network. 

(GR-9N /2-0050/ CAl 

PLEASE READ THE FOLLOWING INFORMATION SO YOU WILL KNOW FROM WHOM 
OR WHAT GROUP OF PROVIDERS HEALTH CARE MAY BE OBTAINED. 

Getting Started: Common Terms 

You will find the terms below used throughout this Booldet-Certificate. They are described within the sections that 
follow, and you can also refer to the Glossary at the back of this document for helpful definitions. Words in bold print 
throughout the document are defined in the GlossalJl. 

Brand-Named Prescription Drug is a prescription drug with a proprietary name assigned to it by the 
~anufacturer and so indicated by Medispan or any other similar publication designated by Aetna. 

Generic Prescription Drug is a prescription drug, whether identified by its chemical, proprietary, or non
proprietary name, that is accepted by the U.S. Food and Drug Administration as therapeutically equivalent and 
interchangeable with drugs having an identical amount of the same active ingredient and so indicated by Medispan or 
any other publication designated by Aetna. 
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Network pharmacy is a description of a retail, mail order or specialty pharmacy that has entered into a 
contractual agreement with Aetna, an affiliate, or a third party vendor, for the provision of covered services to you 
and your covered dependents. The appropriate pharmacy type may also be substituted for the word pharmacy. (E.g. 
network retail pharmacy, network mail order pharmacy or specialty pharmacy network). 

Non-Preferred Drug (Non-Formulary) is a brand-named prescription drug or generic prescription drug that 
does not appear on the preferred drug guide. . 

Out-of-network pharmacy is a description of a pharmacy d1at has not contracted with Aetna, an affiliate, or a third 
party vendor, and does not participate in the pharmacy network. 

Preferred Drug (Formwary) is a brand-named prescription drug or generic prescription drug that appears on the 
preferred drug guide. 

Preferred Drug Guide is a listing of prescription drugs established by Aetna or an affiliate, which includes both 
brand-named prescription drugs and generic prescription drugs. This list is subject to periodic review and 
modification by Aetna. A copy of the preferred drug guide will be available upon your request or may be accessed 
on the Aetna website at www.aetna.comlformulary. 

Prescription Drug is a drug, biological, or compounded prescription which, by State or Federal Law, may be 
dispensed only by prescription and which is required by Federal Law to be labeled "Caution: Federal Law prohibits 
dispensing without prescription." This includes an injectable drug prescribed to be self-administered or administered 
by any other person except one who is acting within his or her capacity as a paid healthcare professional~ Covered 
injectable drugs include insulin. 

Provider is any recognized health care professional, pharmacy or facility providing services with the scope of their 
license. 

Self-injectable Drug(s). Prescription drugs that are intended to be self-administered by injection to a specific part of 
the body to treat certain ·chronic medical conditions. 

Specialty Pharmacy Network. Aetna's network of participating pharmacies designated to flil Self-injectable Drug 
prescriptions. 

Accessing Pharmacies and Benefits (GR-9N 12-01501) 

. This plan provides access to covered benefits through a network of pharmacies, vendors or suppliers. Aetna has 
contracted for these network pharmacies to provide prescription drugs and other supplies to you. 

Obtaining your benetlts through network pharmacies has many advantages. Benefits and cost sharing may also vary 
by the type of network pharmacy where you obtain your prescription drug and whether or not you purchase a 
brand-name or generic dmg. Network pharmacies include retail, mail order and specialty pharmacies. 

The plan will only pay for outpatient prescription drugs that you obtain from a network pharmacy. 

Read your .It"hedule (1 Benefits carefully to understand the cost sharing charges applicable to you 

To better understand the choices that you have with your plan, please carefully review the following information. 

Accessing NetworkPharmacies and Benefits (GR-9N-12-015-02) 

You may select a network pharmacy from the Aetna Network Pharmacy Directory or by logging on to Aetna's 
website at www.aetna.com. You can search Aetna's online directory, DocFind, for names and locations of network 
pharmacies. If you cannot locate a network pharmacy in your area call Member Services. 
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You must present your [D card to the network pharmacy every time you get a prescription tilled to be eligible for 
network benefits. The network pharmacy will calculate your claim online. You will pay any deductible, copayment or 
coinsurance directly to the network pharmacy. 

You do not have to complete or submit claim forms. The network pharmacy will take care of claim submission. 

Emergency Prescriptions rGf{·9N 12-01501) 

\'V'hen you need a prescription filled in an emergency or urgent care situation, or when you are traveling, you can 
obtain network benefits by filling your prescription at any network retail pharmacy. The network pharmacy will 
tlll your prescription and only charge you your plan's cost sharing amount. Coverage for prescription drugs 
obtained from an out-of-network pharmacy is limited to those obtained in connection with covered emergency and 
out-of-area urgent care services. 

Availability of Providers 
Aetna cannot !,l1.Ii\rantee the availability or continued network participation of a particular pharmacy. Either Aetna or 
any network pharmacy may terminate the provider contract. 

Cost Sharing for Network Benefits -
You share in the cost of your benefits. Cost Sharing amounts and provisions are described in the Schedule of 
Benefits. 

• 

• 

You will be responsible for the copayment for each prescription or refill as specified in the Schedule ofBemjits . 
The co payment is payable directly to the network pharmacy at the time the prescription is dispensed. 

After you pay the applicable copayment, you will be responsible for any applicable coinsurance for covered 
expenses that you incur. Your coinsurance is based on the negotiated charge. Your coinsurance amount is 
determined by applying the applicable coinsurance percentage to the negotiated charge if the prescription is 
filled at a network pharmacy. When you obtain your prescription drugs through a network pharmacy, you 
will not be subject to balance billing. 

Pharmacy Benefit (GR-9N 13-00501 C//) 

What the Plan Covers 

The plan covers charges for outpatient prescription drugs for the treatment of an illness or injury, subject to the 
Limitations section of this coverage and the Ex~usions section of the Booklet-Certificate. Prescriptions must be 
written by a prescriber licensed to prescribe federal legend prescription drugs. 

Your prescription drug benefit coverage is based on Aetna's preferred drug guide. The preferred drug guide 
includes both brand-name prescription drugs and generic pr~scription drugs. Your out-of-pocket expenses may 
be higher if your physician prescribes a covered prescription drug not appearing on the preferred drug guide. 

Generic prescription drugs may be substituted by your pharmacist for brand-name prescription drugs. You may 
minimize your out-of-pocket expenses by selecting a generic prescription drug when available. 

Coverage ot prescription drugs may, in Aetna's sole discretion, be subject to Aetna requirements or limitations. 
Prescription drugs covered by this plan are subject to drug utilization review by Aetna and/or your provider and/ or 
your network pharmacy. 
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Coverage for prescription drugs and supplies is limited to the supply limits as described below. 

Retail Pharmacy Benefits 
Outpatient prescription drugs are covered when dispensed by a network retail pharmacy. Each prescription is 
limited to a maximum 30 day supply when filled at a network retail pharmacy. Prescriptions for more than a 30 day 
supply are not eligible for coverage when dispensed by a network retail pharmacy. 

All prescriptions and refills over a 30 day supply must be filled at a mail order pharmacy. 

Mail Order Pharmacy Benefits 
Outpatient prescription drugs are covered when dispensed by a network mail order pharmacy. Each prescription 
is limited to a maximum 90 day sup'ply when filled at a network mail order pharmacy. Prescriptions for less than a 
30 day supply or more than a 90 day supply are not eligible for coverage when dispensed by a network mail order 
pharmacy. . 

Self-Injectable Drugs - Specialty Pharmacy Network Benefits 
Self-injectable drugs are covered at the network level of benefits only when dispensed through a network retail 
pharmacy or Aetna's specialty pharmacy n.etwork. Refer to the preferred drug guide for a list of self-injectable 
· drugs. You may refer to Aetna's website, www.aetna.com to review the list anytime. The list may be updated from 
time to time. 

The initial prescription for a self-injectable drug must be filled at a network retail pharmacy or at Aetna's 
specialty pharmacy network. . 

. You are required to obtain self-injectable drugsnt Aetna's specialty pharmacy network for all prescription drug 
refills after the initial fill. 

Each prescription is limited to a maximum 30 day supply when filled at Aetna's specialty pharmacy network. 

Other Covered Expenses (GR-9N 13-00501('..4) 

The following prescription drugs, medications and supplies are also covered expenses under this Coverage. 

Off-Label Use (GR-9N 13-00501 CA) 

FDA approved prescription drugs may be covered when the off-label use of the drug has not been approved by the 
FDA for that indication. The drug must be recognized for treatment of the indication in one of the standard 
compendia (the United States Pharmacopoeia Drug Information, the American Medical Association Drug 
Evaluations, or the American Hospital Formulary Service Drug Information). Or, the safety and effectiveness of use 
for this indication has been adequately demonstrated by at least one study published in a nationally recognized peer 
review journal. Coverage of off label use of these drugs may, be subject to Aetna requirements or limitations. 

Diabetic Supplies (GR-9N /}·005 01 CAl 

The following diabetic supplies upon prescription by a physician: 

• 
• 
• 
• 
• 
• 
• 

blood glucose monitors, including monitors for the legally blind; 
Test strips for glucose monitors; 
ketone strips; 
Lancets and lancet puncture devices; 
visual magnifying aids for the legally blind; and 
insulin, injection aids, cartridges for the legally blind, syringes, insulin pumps and supplies; 
insulin infusion devices, glucagon, and prescriptive medications. 
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Contraceptives 
The following contraceptives and contraceptive devices: 

• 
• 
• 
• 
• 
• 

Oral Contraceptives. 
Diaphragms, 1 per 365 consecutive day period 
Injectable contraceptives. 
Contraceptive patches. 
Contraceptive rings. 
Implantable contraceptives and IUDs are covered when obtained from a physician. The physician will provide 
insertion and removal of the drugs or device. 

In the event that none of the above listed contraceptives is medically appropriate for the insured's medical or personal 
history, covered expenses will include some other FDA approved prescription contraceptive as prescribed by a 
physician. 

Oral Infertility Drugs 
The following prescription drugs used for the purpose of treating infertility including, but not limited to: 

• Progesterone. 

Lifestyle/Performance Drugs 
The following lifestyle/performance drugs: 

• 

• 

Sildenaftl Citrate, phentolamine, apomorphine and alprostadil in oral, injectable and topical (induding but not 
limited to gels, creams, ointments and patches) forms or any other form used internally or externally. Expenses 
include any prescription drug in oral or topical from that is similar or identical class, has a similar or identical 
mode of action or exhibits similar or identical outcomes. 
Coverage is limited to 4 pills or other form, determined cumulatively among all forms, for unit amounts as 
determined by Aetna to be similar in cost to oral forms, per 30 day supply. Mail order and 60 to 90 day supplies 
are not covered. 

Pharmacy Benefit Limitations (GR-9N-J-13-/5-0/) 

A netWork pharmacy may refuse to fill. a prescription order or refill when in the professional judgment of the 
pharmacist the prescription should not be filled. 

Aetna will not reimburse you for out-of-pocket expenses for prescription drugs purchased from an out-of-network 
pharmacy for non-emergency prescriptions. 

The plan will not cover expenses for any prescription drug for which the actual charge to you is less than the 
required copayment or deductible, or for any prescription drug for which no charge is made to you. 

You will be charged the out-of-network prescription drug cost sharing for prescription drugs recently approved 
by the FDA, but which have not yet been reviewed by the Aetna Health Pharmacy Management Department and 
Therapeutics Committee. 

Aetna retains the right to review all requests for reimbursement and in its sole discretion rriake reimbursement 
determinations subject tei the Complaint and Appeals section(s) of the Booklet-Certificate. 

The number of copayments/ deductibles you are responsible for per vial of Depo-Provera, an injectable 
contraceptive, or similar type contraceptive dispensed for .more than a 30 day supply, will be based on the 90 day 
supply level. Coverage is limited to a maximum of 5 vials per calendar year. 
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The plan will not pay charges for any prescription drug dispensed by a mail order pharmacy for the treatment of 
erectile dysfunction, impotence or sexual dysfunction or inadequacy. 

Pharmacy Benefit Exclusions (GR·9N 2S·020 01 CA) 

Not every health care service or supply is covered by the plan, even if prescribed, recommended, or approved by your 
physician or dentist. The plan covers only those services and supplies that are medically necessary and included in 
the What the Plan Covers section. Charges made for the following are not covered except to the extent listed under the 
What the Plan Covers section or by amendment attached to this Booklet-Certificate. Iri addition, some services are 
specitlcally limited or excluded. This section describes expenses that are not covered or subject to special limitations. 

These prescription drug exclusions are in addition to the exclusions listed under your medical coverage. 

The plan does not cover the following expenses: 

• 
• 
• 

Administration or injection of any drug; 
Any charges in excess of the benefit, dollar, day, or supply limits stated in this Booklet-Certificate; 
Allergy sera and extracts. 

Any non-emergency charges incurred outside of the United States 1) if you traveled to such location to obtain 
prescription drugs, or supplies, even if otherwise covered under this BookletcCertificate, or 2) such drugs or supplies 
are unavailable or illegal in the United States, or 3) the purchase of such prescription drugs or supplies outside the 
United States is considered illegal. 

Any drugs or medications, services and supplies that are not medically necessary, as determined by Aetna, for the 
diagnosis, care or treatment of the illness or injury involved. This applies even if they are prescribed, recommended 
or approved by your physician or dentist. 

Biological sera, blood, blood plasma, blood products or substitutes or any other blood products. 

Contraception: 

• 

• 

over the counter contr~ceptive supplies including but not limited to: condoms, contraceptive foams, jellies and 
ointments; and 
Services associated with the prescribing, monitoring andlor administration of contraceptives. 

Cosmetic drugs, medications or preparations used for cosmetic purposes or to promote hair growth, including but 
not limited to health and beauty aids, chemical peels, dermabrasion, treatments, bleaching, crea'ms, ointments or other 
treatments or supplies, to remove tattoos, scars or to alter the appearance or texture of the skin. 

Drugs administered or entirely consumed at the time and place it is prescribed or dispensed. 

Drugs which do not, by federal or state law, require a prescription order (i.e. over-the-counter (OTC) drugs), even if 
a prescription is written. 

Drugs provided by, or while the person is an inpatient in, any healthcare facility; or for any drugs provided on an 
outpatient basis i'n any such institution to the" extent benefits are payable for it. 

Drugs used primarily for the treatment of infertility, or for or related to artificial insemination, in vitro fertilization, or 
embryo transfer procedures, except as described in the LT7bat the Plan Covers section. 

Drugs used for the purpose of weight gain or reduction, including but not limited to stimulants, preparations, foods 
or diet supplements, dietary regimens and supplements, food or food supplements, appetite suppressants and other 
medications. 
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Drugs used for the treatment of obesity. 

All drugs or medications in a therapeutic drug class if one of the drugs in that therapeutic drug class is not a 
prescription drug. 

purable medical equipment~ monitors and other equipment. 

Experimental or iiwestigational drugs or devices, except as described in the What the Plan Covers section. 

This exclusion will not apply with respect to drugs that: 

• 
• 
• 

Have been granted treatment investigational new drug (IND); or Group c/ treatment IND status; or 
Are being studied at the Phase III level in a national clinical trial sponsored by the National Cancer Institute; and 
Aetna determines, based on available scientific evidence, are effective or show promise of being effective for the 
illness. . 

Food items: Any food item, including infant formulas, nutritional supplements, vitamins, medical foods and other 
nutritional items, even if it is the sale source of nutrition. 

Genetics: Any treatment, device, drug, or supply to alter .the body's genes, genetic make-up, or the expression of the 
body's genes except for the correction of congenital birth defects. 

Immunization or immunological agents. 

Implantable drugs and associated devices. 

Injectables: 

• 

• 
• 

Any charges for the administration or injection of prescription drugs or injectable insulin and other injectable 
drugs covered by Aetna; 
Injectable drugs dispensed by out-of-network pharmacies; 
Needles and syringes, except for diabetic needles and syringes; 

• . Injectable drugs if an alternative oral drug is available; 
• For any rdlll of a designated self-injectable drug not dispensed by or obtained through the specialty pharmacy 

network. An updated copy of the list of self-injectable drugs designated by this plan to be refilled by or obtained 
through the specialty pharmacy network is available upon request or may be accessed at the Aetna website at 
www.aetna.com. 

Prescription drugs dispensed by an out-of-network pharmacy, except in a medical emergency or urgent care 
situation. 

Prescription drugs for which there is an over-the-counter (OTC) product which has the same active ingredient and 
strength even if a prescription is written. 

Prescription drugs, medications, injectables or supplies provided through a third party vendor contract with the 
policyholder. 

Prescription orders filled prior to the effective date or after the termination date of coverage under this Booklet
Certificate. 

Prophylactic drugs for travel. 
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Refills in excesS of the amount specified by the prescription order. Before recognizing charges, Aetna may require a 
new prescription or evidence as to need, if a prescription or refill appears excessive under accepted medical practice 
standards. 

Refills dispensed more than one year from the date the latest prescription order was written, or as otherwise 
permitted by applicable law of the jurisdiction in which the drug is dispensed. 

Replacement of lost or stolen prescriptions. 

Drugs, services and supplies provided in connection with treatment of an occupational injury or occupational 
illness. 

Smoking: Any treatment, drug, service or supply to stop or reduce smoking or the use of other tobacco products or to 
treat or reduce nicotine addiction, dependence or cravings, including, medications, nicotine patches and gum. 

Strength and performance: Drugs or preparations, devices and supplies to enhance strength, physical condition, 
endurance or physical performance, including performance enhancing steroids. 

·Sex change: Any treatment, drug or supply related to changing sex or sexual characteristics, including hormones and 
hormone therapy. 

Sexual dysfunction/enhancement: Any drug, or supply to treat sexual dysfunction, enhance sexual performance or 
increase sexual desire, including: 

• Drugs, implants, devices or preparations to correct or enhance erectile function, enhance sensitivity, or alter the 
shape or appearance of a sex organ. 

Si.lpplies, devices or equipment of any type, except as specifically provided in the What the Plan Covers section. 

Test agents except diabetic test agents. 

When Coverage Ends (GR-9N-JO-005-02 0/) (GR-9N JO-005-f-lRPA-O/) 

Coverage under your plan can end for a variety of reasons. In this section, you will find details on how and why 
coverage ends, and how you may still be able to continue coverage. 

When Coverage Ends for Employees 
Your coverage under the plan will end if: 

• 
• 
• 
• 
• 

"fhe plan is discontinued; 
You voluntarily stop your coverage; 
The group policy ends; 
You are no longer eligible for coverage; 
You do not make any required contributions; 

• YOLl become covered under another plan offered by your employer; 
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• 

• 

You have exhausted your overall maximum lifetime benefit under your health plan, if your plan contains such a 
maximum benefit; or 
Your employment stops for any reason, including a job elimination or being placed on severance. This will be 
either the date you stop active work, or the day before the first premium due date that occurs after you stop active 
work. However, if premium payments are made on your behalf, Aetna may deem your employment to continue, 
for the purposes of remaining eligible for coverage under this Plan, as described below: ' 

If you are not actively at work due to illness or injury, your coverage may continue, until stopped by your 
employer, but not beyond 30 months from the start of your absence. 
If you are not actively at work due to temporary lay-off or leave of absence, your coverage will stop on your 
last full day of active work before the start of the lay-off or leave of absence. 

It is your employer's responsibility to let Aetna know when your employment ends. The limits above may be 
extended only if Aetna and your employer agree, in writing, to extend them. 

Aetna will notify your employer in writing of the cancellation of your group medical policy at least 30 days prior to 
the effective date of the termination. It is your employer's responsibility to promptly mail a copy of the notice of 
cancellation to you along with information regarding your conversion rights upon termination of the policy. 

Your Proof of Prior Medical Coverage (GR-9N 30·010 01-C/l) 

Under the Health Insurance Portability and Accountability Act of 1996, your employer is required to give you a 
certiticate of creditable coverage when your employment ends. This certificate proves that you were covered under 
this plan when you were employed. Ask your employer about the certificate of creditable coverage. 

When Coverage Ends for Dependents (GR-9N-30-015-0S CA) 

Coverage for your dependents will end if: 

• 
• 
• 

• 

• 

You are no longer eligible for dependents' coverage; 
You do not make the required 'contribution toward the cost of dependents~ coverage; 
Your own coverage ends for any of the reasons listed under When' Covera,ge Ends for Employees (other than 
exhaustion of your overall maximum lifetime benefit, if included); 
Your dependent is no longer eligible for coverage. In this case, coverage ends at the end of the calendar month 
when your dependent no longer meets the plan's definition of a dependent; or 
Your dependent becomes eligible for comparable benetits u~der this or any other group plan offered by your 
employer. 

In addition, a "domestic partner" will.no longer be considered to be a defined dependent on the date this plan no 
longer allows coverage for domestic partners. 

Coverage for dependents may continue for a period after your death. Coverage may also continue for a dependent 
child who: 

• Remains physically and mentally disabled after reaching the limiting age. 
• Takes a medical leave of absence from a secondary or post-secondary educational institution_ 

See Continuatiotl o/Covera;ge for more information. 
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Continuation of Coverage (GR-9N 31-010 OJ) (GR 9N 31-01502) 

Continuing Health Care Benefits (CR-9N DEPJO) 

Contiriuing Coverage for Dependents Mter Your Death 
If you should die while enrolled in this plan, your dependent's health care coverage (except dental coverage), if 
applicable will continue as long as: 

• 
• 

• 
• 

You were covered at the time of your death; 
Your coverage, at the time of your death, is not being continued after your employment has ended, as provided in 
the When Coverage Ends section; 
A request is made for continued coverage within 31 days after your death; and 
Payment is made for the coverage. 

Your dependent'S coverage will end when the first of the following occurs: 

• 
• 
• 
• 
• 
• 

The end of the 12 month period following your death; 
He or she no longer meets the plan's definition of "dependent"; 
Dependent coverage is discontinued under the group contract; 
He or she becomes eligible for comparable benefits under this or any other group plan; or 
Any required contributions stop; and 
For your spouse, the date he or she remarries. 

If your dependent's coverage is being continued for your dependents, a child born after your death will also be 
covered_ 

Important Note 
Your dependent may be eligible to convert to a personal policy. Please see the section, Converting to an Individual Medical 
Insurance Poliry for more information. 

Medical Leave of Absence from School (CR9N 31-01504(,./1) 

Health Coverage for your dependent child who takes a medical leave of absence from a secondary or post-secondary 
educational institution may be continued if the child does not meet the requirements described in the preceding 
PI!),sical!y or jVfental!y Disabled Dependent Children provision_ 

In addition, the child must be: 

• 
• 

Over 18 years of age; and 
Enrolled as a full-time student. 

The medical leave of absence will begin on the earlier of: 

• The tlrst day of the medical leave of absence from school; or 
• The date the physician determines the illness prevented the dependent child from attending school. 

Any break in the school year calendar shall not disqualify the dependent child from coverage under this section. 
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Documented or certified proof as to themedical necessity for the leave of absence from school must be submitted to 
l\etna no later than: 

• 

• 

30 days prior to the medical leave of absence from the school, if the medical reason for the absence and the 
absence are foreseeable; or 
30 days qfrer the start of the medical leave of absence from school. 

Your dependent student's coverage will end under this section when the first of the follqwing occurs: 

• 
• 
• 
• 
• 

Twelve (12) months from the date the medical leave of absence began; 
He or she no longer meets the plan's definition of "dependent"; 
Dependent coverage is discontinued under the group contract; 
He or she becomes eligible for comparable benefits under this or any other group insurance policy; or 
Any required contributions toward your or your dependent's coverage stops. 

Physically or Mentally Disabled Dependent Children (GR-9N-JI-015-0J-CA) 

Health Expense Coverage for your physically or mentally dependent child may be continued past the maximum age 
for a dependent child_ However, Health Expense Coverage may not be continued if the child has been issued an 
individual medical conversion policy. . 

Your child is physically or mentally disabled if: 

• 

• 

He or she is not able to earn his or her own living because of a physical or mentally disabling injury, illness, or 
condition which started prior to the date he or she reaches the maximum age for dependent children under your 
plan; and 
He or she depends chiefly on you for support and maintenance. 

Proof that your child has a physical or mentally disabling injury, illness, or condition must be submitted to Aetna no 
later than 90 days from the date you receive a written notice from Aetna that your child is approaching the maximum 
age under your plan. 

Coverage will cease on the first to occur of: 

• 
• 
• 
• 

Cessation of the physical or mentally disabling injury, illness, or condition. 
Failure to give proof that the physical or mentally disabling injury, illness, or condition continues. 
Failure to have any required exam. 
Termination of Dependent Coverage as to your child for any reason other than reaching the maximum age under 
your plan. 

Aetna will have the right to: 

• 
• 

Require proof of the continuation of the physical or mentally disabling injury, illness, or condition; and 
Examine your child at its own expense, while the physical or mentally disabling injury, illness, or condition 
continues; but not more frequently than once each year after the two-year period following the date your child 
reached the maximum age under your plan. 
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Continuation of Coverage Under California Law Mter COBRA 
Coverage is Exhausted (GR·9N 31·025 01 CA) 

In accordance with California law, if you continued Health Expense Coverage under this Plan in accordance with 
federal law (PL 99-272-COBRA) for the maximum period for which such continuation is available to you, and if such 
maximum period is less than 36 months, you may, prior to the date coverage continuation under COBRA terminates, 
elect to further continue the same Health Expense Coverage for up to 36 months from the date your COBRA 
continuation of coverage began. 

The election must include an a!:,>Teement to pay premiums. The premiums may be up to 110% of the cost of the Plan 
(up to 150% if you are disabled pursuant to Title II or Title XVI of the Social Security Act). Premium payments must 
be continued. 

You must elect to continue coverage within 60 days of the later to occur of the date coverage would terminate and the 
date Aetna informs you of any rights under this section. Within 45 days of such election, you must send to Aetna the 
amount required by Aetna as the first premium payment. 

Coverage will terminate on whichever of the following is the earliest to occur: 

• 

• 

• 
• 

• 

• 

36 months after your COBRA continuation period. began. However, if you hav~been determined to have been 
disabled under Title II or Title XVI of the Social Security Act at any time during the first 60 days of continuation 
coverage, you must provide notice to your Employer within 60 days of such determination and prior to the end of 
the 36 month continuation period. Coverage may only be continued if you are determined to be disabled. 
The date that the group contract discontinues in its entirety as· to health expense coverage. However, continued 
coverage will be available to you under another plan sponsored by your Employer. 
The date any required contributions are not made. . 
The first day after the date of the election that you are covered under another group health plan. However, 
continued coverage will not terminate under such time that you are no longer affected by a preexisting condition 
exclusion or limitation under such other group health plan. 
The date you become entitled to benefits under Medicare. This will not apply if contrary to the provisions of the 
Medicare Secondary Payer Rules or other federal law. 
The month that begins more than 31 days after the date of the final determination under Title II or Title XVI of 
the Social Security Act that you are no longer disabled. 

The Conversion Privilege will be available when coverage is no longer available under this section. 

Extension of Benefits (GR·9N JI·020 01-C/1) 

Coverage for Health Benefits 
If your health benefits end while you are totally disabled, your health expenses will be extended as described below. 
To find out why and when your coverage may end, please refer to [f;7hen Coverage Ends. 

"Totally disabled" means that because of an injury or illness you are not able to: 

• 

• 

Perform with reasonable continuity all of the material duties necessary to pursue your own occupation in the 
usual and customary way; or 
Engage with reasonable continuity in another occupation in which you could reasonably be expected to perform 
satisfactorily in light of your age, education, training, experience, station in life, physical and mental capacity. 
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Extended Health Coverage iGR-9tv JI-02o rJI-CAJ 

Medical Benejits (other than Basic medical benefits): Coverage will be available while you are totally disabled, for up to 12 
months. 

Prescription Dmg Benefits: Coverage will be available while you are totally disabled for up to 12 months. 

When Extended Health Coverage Ends 
Extension of benefits will end on the first to occur of the date: 

• You are no longer totally disabled, or become covered under any other group plan with like benefits . 
• Your dependent is no longer totally disabled, or he or she becomes covered under any other group plan with like 

benefits. 

(This does not apply if coverage ceased because the benefit section ceased for your eligible class.) 

Important Note 
If the Extension of Benefits provision outlined in this section applies to you or your covered dependents, see the 
Converting to an Individual Health Insurance Poliry section for important information. 

COBRA Continuation of Coverage rcR-9N3t;o2Jot cA; 

· If your employer is subject to COBRA requirements, the health plan continuation is governed by the Federal 
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) requirements. With COBRA you and your 
dependents can continue health coverage, subject to ·certain conditions and your payment of premiums. Continuation 
rights are available following a "qualifying event" that would cause you or family members to otherwise lose coverage. 
Qualifying events are listed in this section. 

Continuing Coverage through COBRA 
When you or your covered dependents become eligible, your employer will provide you with detailed information on 
continuing your health coverage through COBRA. 

You or your dependents will need to: 

• 

• 

• 

Complete and submit an application for continued health coverage, which is .an election notice of your intent to 
continue coverage. 
Submit your application within 60 days of the qualifying event, or within 60 days of your employer's notice of this 
COBRA continuation right, if later. 
Agree to pay the required premiums . 

Who Qualifies for COBRA 
You have 60 days from the qualifying event to elect COBRA. If you do not submit an application within 60 days, you 
will forfeit your COBRA continuation rights. 

Below you will find the qualifying events and a summary of the maximum coverage periods according to COBRA 
requtrements. 

Qualifying Event Causing Loss Covered Persons Eligible to Maximum Continuation Periods 
of Health Coverage Elect Continuation 
Your active employment ends for You and your dependents 18 months 
reasons other than gross 
misconduct 
your working hours are reduced You andyour dependents 18 months 
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Your marriage is annulled, you Your dependents 36 months 
divorce or legally separate and are 
no longer responsible for 
dependent coverage 
You become entitled to benefits Your dependents 36 months 
under Medicare 
Your covered dependent children Your dependent children 36 months 
no longer qualify as dependents 
under the plan 
You die Your dependents 36 months 
You are a retiree eligible for health You and your dependents 18 months 
coverage and your former employer 
files for bankruptcy 

Disability May Increase Maximum Continuation to 29 Months 
If You or '{otfr Covered Dependents Are Disabled. 

If you or your covered dependent qualify for disability status under Title II or XVI of the Social Security Act during 
the 18 month continuation period, you or your covered dependent: 

• 
• 
• 

• 

• 

Have the right to extend coverage beyond the initial18 month maximum continuation period . 
Qualify for an additional 11 month period, subject to the overall COBRA conditions . 
Must notify your employer within 60 days of the disability determination status and before the 18 month 
continuation period ends. 
Must notify the employer within 30 days after the date of any final determination that you or a covered dependent 
is no longer disabled. 
Are responsible to pay the premiums after the 18th month, through the 29th month . 

If There Are Multiple Qttalijjing Events. 

A covered dependent could qualify for an extension of the 18 or 29 month continuation period by meeting the 
requirements of another qualifying event, such as divorce or death. The total continuation period, however, can never 
e~ceed 36 months. 

Determining Your Premium Payments for Continuation Coverage 
Your premium payments are regulated by law, based on the following: 

• 
• 

For the 18 or 36 month periods, premiums may never exceed 102 percent of the plan costs . 
During the 18 through 29 month period, premiums for coverage during an extended disability period may never 
exceed 150 percent of the plan costs. 

When You Acquire a Dependent During a Continuation Period 
If through birth, adoption or marriage, you acquire a new dependent during the continuation period, your dependent 
can be added to the health plan for the remainder of the continuation period if: 

• 
• 
• 

He or she meets the definition of an eligible dependent, 
Your employer is notified about your dependent within 31 days of eligibility, and 
Additional premiums for continuation are paid on a timely basis . 

Important Note 
For more information about dependent eligibility, see the Eligibility, Enroll111ent and Effictive Date section. 

64 



When Your COBRA Continuation Coverage Ends 
Your COBRA coverage will end when the first of the following events occurs: 

• 

• 
• 

• 
• 

• 

You or your covered dependents reach the maximum COBRA continuation period - the end of the 18,29 or 36 
months. (Coverage for a newly acquired dependent who has been added for the balance of a continuation period 
would end at the same time your continuation period ends, if he or she is not disabled nor eligible for an extended 
maximum). . 

You or your covered dependents do not pay required premiums. 
You or your covered dependents become covered under another group plan that does not restrict coverage for 
pre-existing conditions. If your new plan limits pre-existing condition coverage, the continuation coverage under 
this plan may remain in effect until the pre-existing clause ceases to apply or the maximum continuation period is 
reached under this plan. . 
The date your employer no longer offers a group health plan. 
The date you or a covered dependent becomes enrolled in benefits under Medicare. This does not apply if it is 
contrary to the Medicare Secondary Payer Rules or other tederallaw. 
You or your dependent dies. 

Conversion from a Group to an Individual' Plan 
You may be eligible to apply for an individual health plan without providing proof of good health: 

• 
• 
• 
• 

At the termination of employment. 
\Vhen loss of coverage under the group plan occurs. 
When loss of dependent status occurs. 
At the end of the maximum health coverage continuation period. 

The individual policy will not provide the same coverage as the former group plan offered by your employer. Certain 
benefits may not be available. You will be required to pay the associated premium costs for the coverage. For 
additional conversion information, contact your employer or call the toll-free number on your member ID card. 

Converting to an Individual Medical Insurance Policy 

Eligibility 
You and your covered dependents may apply for an individual Medical insurance policy if you lose coverage under the 
group medical plan because: 

• 
• 
• 
• 

• 
• 

You terminate your employment; 
You are no longer in an eligible class; 
Your dependent no longer qualifies as an eligible dependent; 
Your dependent spouse ceases to be an elif,rible dependent by reason of termination of marriage or by reason of 
your death; 
Any continuation coverage required under federal or state law has ended; or 
You retire and there is no medical coverage available. 

You can only use the conversion option once. If your group plan allows retirees to continue medical coverage, and 
you wish to continue your plan, then the conversion privilege will nOt be available to you again. 

The individual conversion policy may cover: 

• 
• 
• 

You only; Or 
You and all dependents who are covered under the group plan at the time your coverage ended; or 
Your covered dependents, if you should die before you retire. 
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Features of the Conversion Policy 
The individual policy and.its terms will be the type: 

• 
• 

Required by l"aw or rebrulation for group conversion purposes in your or your dependent's states of residence; and 
Offered by Aetna when you or your dependents apply under your employer's conversion plan. 

However, coverage will not be the same as your group plan coverage. Generally, the coverage level may be less, and 
there is an applicable overall lifetime maximum benefit. 

The individual policy may also: 

• 

• 

Reduce its benefits by any like benefits payable under your group plan after coverage ends (for example: if 
benefits are paid after coverage ends because of a disability extension of benefits); 
Not guarantee renewal under selected conditions described in the policy. 

Limitations 
You or your dependents do not have a right to convert if: 

• 
• 

• 
• 

• 
• 

• 

Medical coverage under the group contract has been discontinued. 
You or your dependents are eligible for Medicare. Covered dependents not eligible for Medicare may apply for 
individual coverage even if you are eligible for Medicare. 
Coverage under the plan has been in effect for less th~n three months. 
A lifetime maximum benefit under this plan has been reached. For example: 

If a covered dependent reaches the group plan's lifetime maximum benefit, the covered dependent will not 
have the -right to convert. If you or your dependents have remaining benefits, you are eligible to convert. 

If you have reached your lifetime maximum, you will not be able to convert. However, if a dependent has a 
remaining benefit, he or she is eligible to convert. 

You or your covered dependents become eligible for any other medical coverage under this plan. 
You apply for individual coverage in a jurisdiction where Aetna cannot issue or deliver an individual conversion 
policy. 
You or your covered dependents are eligible for, or have benefits available under, another plan that, in addition to 
the converted policy, would either match benefits or result in over insurance. Examples include: 

Any other hospital or surgical expense insurance policy; 
Any hospital service or medical expense indemnity corporation subscriber contract; 

Any other group contract; or 

Any statute, welfare plan or program. 

Electing an Individual Conversion Policy 
You or your covered dependents have to apply for the individual policy within 31 days after your coverage ends. You 
do not need to provide proof of good health if you apply within the 31 day period. 

If coverage ends because of retirement, the 31 day application period begins on the date coverage under the group 
plan actually ends. This applies even if you or your dependents are eligible for benefits based on a disability 
continuation provision because you or they are totally disabled. 

To apply for an individual medical insurance policy: 

• 
• 

Get a copy of the "Notice of Conversion Privilege and Request" form from your employer. 
Complete and send the form to Aetna at the specified address. 
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Your Premiums and Payments 
Your first premium payment will be due at the time you submit the conversion application to Aetna. 

The amount of the premium will be Aetna's normal rate for the policy that is approved for issuance in your or your 
dependent's state of residence. 

When an Individual Policy Becomes Effective 
The individual policy will begin on the day after coverage ends under your group plan. Your policy will be issued once 
Aetna receives and processes your completed application and premium payment. 
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Coordiiiation of Benefits -
What Happens When 
·There is More Than One 
Health Plan 

When Coordination of Benefits Applies 

This Coordination of Benefits (COB) provision applies to this plan when you or your covered dependent has health 
coverage under more than one plan. "Plan" and "This· plan" are defined herein. The Order of Benefit Determination 
Rules below determines which plan will pay as the primary plan. The primary plan pays first without regard to the 
possibility that another plan may cover some expenses. A secondary plan pays after the primary plan and may reduce 
the benefits it pays so that payments from all group plans do not exceed 100% of the toral allowable expense. 

Getting Started - Important Terms 

When used in this provision, the following words and phrases have the meaning explained herein. 

Allowable Expense means a health care service or expense, including, coinsurance and copayments and without 
reduction of any applicable deductible, that is covered at least in part by any of the Plan covering the person. When a 
Plan provides benefits in the form of services (for example an HMO), the reasonable cash value of each service will 
be considered an allowable expense and a benefit paid. An expense or service that is not covered by any of the Plans 
is not an allowable expense. Any expense that a health care provider by law or in accordance with a contractual 
agreement is prohibited from charging a covered person is not an allowable expense. The following are examples of 
expenses and services that are not allowable expenses: . 

1. If a covered person is confined in a private hospital room, the difference between the cost of a semi-private 
room in the hospital and the private room is not an allowable expense. This does not apply if one of the Plans 
provides coverage for a private room. 

2. If a person is covered by 2 or more Plans that compute their benefit payments on the basis of reasonable or 
recognized charges, any amount in excess of the highest of the reasonable or recognized charges for a specific 
benefit is not an allowable expense. 

3. If a person is covered by 2 or more Plans that provide benefits or services on the basis of negotiated charges, an 
amount in excess of the highest of the negotiated charges is not an allowable expense. 

4. The amount a benetit is reduced or not reimbursed by the primary plan because a covered person does not 
comply with the Plan provisions.is not an allowable expense, Examples of these provisions are second surgical 
opinions, pre certification of admissions, and preferred provider arrangements. 

5. If all plans covering a person are high deductible plans and the person intends to contribute to a health savings 
account established in accordance with section 223 of the Internal Revenue Code of 1986, the primary high 
deductible plan's deductible is not an allowable expense, except as to any health expense that may not be 
subject to the deductible as described in section 223(c)(2)(C) of the Internal Revenue Code of 1986. 

[f a person is covered by one Plan that computes its benetit payments on the basis of reasonable or recognized 
charges and another Plan that provides its benefits or services on the basis of negotiated charges, the primary 
plan's payment arrangements shall be the allowable expense for all the Plans. However, if the secondary plan has a 
negotiated fee or payment amount different from the primary plan and if the provider contract permits, that 
negotiated fee will be the allowable expense used by the secondary plan to determine benefits. 
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\"Vhen a plan provides benefits in the form of services, the reasonable cash value of each service rendered shall be 
deemed an allowable expense and a benefit paid. 

Closed Panel Plan(s). A plan that provides health benefits to covered persons primarily in the form of services 
through a panel of providers that have contracted with or are employed by the plan, and that limits or excludes 
benefits for services provided by other providers, except in cases of erriergency or referral by a panel member. 

Custodial Parent. A parent awarded custody by a court decree. In the absence of a court decree, it is the parent with 
whom the child resides more than one half of the calendar year without regard to any temporary visitation. 

Plan. Any Plan providing benefits or services by reason of health care or treatment, which benet its or services are 
provided by one of the following: 

• Group or nongroup, blanket, or franchise health insurance policies issued by insurers, including health care 

• 
• 
• 

• 

service contractors; 
Other prepaid coverage under service plan contracts, or under group or individual practice; 
Uninsured arrangements of group or group-type coverage; 
Labor-management trustee plans, labor organization plans, employer organization plans, or employee benefit 
organization plans; 
Medicare or other governmental benefits; 

• .. Other group-type contracts. Group type contracts are those which are not available to the general public and can 
be obtained and maintained only because membership in or connection with a particular organization or group. 

If the Plan includes medical, prescription drug, dental, vision and hearing coverage, those coverages will be 
considered separate plans. For example, Medical coverage will be coordinated with other Medical plans, and dental 
coverage wi~ be coordinated with other dental plans. 

This Plan is any part of the policy that provides benefits for health care expenses. 

Primary Plan / Secondary Plan. The order of benet"it determination rules state whether This Plan is a Primary 
Plan or Secondary Plan as to another Plan covering the person. . 

\"Vhen This Plan is a Primary Plan, its benefits are determined before those of the other Plan and without 
considering the other Plan's benefits. 

When This Plan is a Secondary Plan, its benefits are determined after those of the other Plan and may be reduced 
because of the other Plan's benefits. 

\Vhen there are more than two Plans covering the person, This Plan may be a Primary Plan as to one or more 
other Plans, and may be a Secondary Plan as to a different Plan or Plans. 
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Which Plan Pays First 

\'('hen two or more plans pay benefits, the rules for determining the order of payment are as follows: 

• 
• 

• 

The primary plan pays or provides its benefits as if the secondary plan or plans did not exist. 
A plan that does not contain a coordination of benefits provision that is consistent with this provision is always 
primary. There is one exception: coverage that is obtained by virtue of membership in a group that is designed to 
supplement a part of a basic package of benefits may provide that the supplementary coverage shall be excess to 
any other parts of the plan provided by the contract holder. Examples of these types of situations are major 
medical coverages that are superimposed over base plan hospital and surgical benefits, and insurance type 
coverages that are written in connection with a closed panel plan to provide out-of-network benefits. 
A plan may consider the benefits paid or provided by another plan in determining its benetlts only when it is 
secondary to that other plan. 

The first of the following rules that describes which plan pays its benefits before another plan is the rule to use: 

1. Non-Dependent or Dependent. The plan that covers the person other than as a dependent, for example as an 
employee, member, subscriber or retiree is primary and the plan that covers the person as a dependent is 
secondary. However, if the person is a Medicare beneficiary and, as a result of federal law, Medicare is 
secondary to the plan covering the person as a dependent; and primary to the plan covering the person as other 
than a dependent (e.g. a retired employee); then the order of benefits between the two plans is reversed so that 
the plan covering the person as an employee, rriember, subscriber or retiree is secondary and the other plan is 
primary. 

2. Child Covered Under More than One Plan. The order of benefits when a child is covered by more than one plan 
IS: 

A The primary plan is the plan of the parent whose birthday is earlier in the year if: 
1. The parents are married or living together whether or not married; 

ii. A court decree awards joint custody without specifying that one party has the responsibility to provide 
health care coverage or if the decree states that both parents are responsible for health coverage. If 
both parents have the same birthday, the plan that covered either of the parents longer is primary. 

B. If the specific terms of a court decree state that one of the parents is responsible for .the child's health care 
expenses or health care coverage and the plan of that parent has actual knowledge of those terms, that plan is 
primary. If the parent with responsibility has no health coverage for the dependent child's health care 
expenses, but that parent's spouse does, the plan of the parent's spouse is the primary plan. 

e. If the parents are separated or divorced or are not living together whether or not they have ever been married 
and there is no court decree allocating responsibility for health coverage, the order of benefits is: 

The plan of the custodial parent; 
The plan of the spouse of the custodial parent; 

The plan of the noncustodial parent; and then 

The plan of the spouse of the noncustodial parent. 

For a dependent child covered under more than one plan of individuals who are not the parents of the child, 
the order of benefits should be determined as outlined above as if the individuals were the parents. 

3. Active Employee or Retired or Laid off Employee. The plan that covers a person as an'employee who is neither 
laid off nor retired or as a dependent of an active employee', is the primary plan. The plan covering that same 
person as a retired or laid off employee or as a dependent ora retired or laid off employee is the secondary plan. 
If the other plan does not have this rule, and if, as a result, the plans do not agree on the order of benefits, this 
rule is ignored. This rule will not apply if the Non-Dependent or Dependent rules above determine the order of 
benetits. 

4. Continuation Coverage. If a person whose coverage is provided under a right of continuation provided by federal 
or state law also is covered under another plan, the plan covering the person as an employee, member, subscriber 
or retiree (or as that person's dependent) is primary, and the continuation coverage is secondary. If the other plan 

70 



does not have this rule, and if, as a result, the plans do not agree on the order of bendits, this mle is ignored. This 
rule will not apply if the Non-Dependent or Dependent rules above determine the order of benefits. 

5. Longer or Shorter Length of Coverage. The plan that covered the person as an employee, member, or subscriber 
longer is primary. 

6. If the preceding rules do not determine the primary plan, the allowable expenses shall be shared equally between 
the plans meeting the definition of plan under this provision. In addition, This Plan will not pay more than it 
would have paid had it been primary. 

How Coordination of Benefits Works 

\'V'hen this plan is secondary, it may reduce its benefits so that total benefits paid or provided by all plans during a 
claim determination period are not more than 100% of total allowable expenses. The difference between the benefit 
payments that this plan would have paid had it been the primary plan, and the benefit payments that it actually paid or 
provided shall be recorded as a benefit reserve for the covered person and used by this plan to pay any allowable 
expenses, not otherwise paid during the claim determination period. 

In addition, a secondary plan will credit to its plan deductible any amounts that would have been credited in the 
absence of other coverage. 

Under the COB provision of This Plan, the amount normally reimbursed for covered benefits or expenses under 
This Plan is reduced to take into account payments made by other plans. The general mle is that the benefits 
otherwise payable under This Plan for all covered benefits or expenses will be reduced by all other plan benefits 
payable for those expenses. When the COB rules of This Plan and another plan both agree that This Plan 
determines its bendits before such other plan, the benefits of the other plan will be ignored in applying the general 
rule above to the claim involved. Such reduced amount will be charged against any applicable benefit limit of this 
coverage. 

If a covered person is enrolled in two or more closed panel plans COB generally does not occur with respect to the 
use of panel providers. However, COB may occur if a person receives emergency services that would have been 
covered by both plans. 

Right To Receive And Release Needed Information 
Certain facts about health care coverage and services are needed to apply these COB rules and to determine benefits 
under this plan and other plans. Aetna has the right to release or obtain any information and make or recover any 
payments it considers necessary in order to administer this provision. 

Facility of Payment 
Any payment made under anoth<:!r plan may include an amount, which should have been paid under this plan. If so, 
Aetna may pay that amount to the organization, which made that payment. That amount will then be treated as 
though it were a benefit paid under this plan. Aetna will not have to pay that amount again. The term "payment 
made" means reasonable cash value of the benefits provided in the form of services. 

Right of Recovery 
If the amount of the payments made by Aetna is more than it should have paid under this COB provision, it may 
recover the excess from one or more of the persons it has paid or for whom it has paid; or any other person or 
organization that may be responsible for the benetIts or services provided for the covered person. The "amount of 
the payments made" includes the reasonable cash value of any benefIts provided in the form of services. 
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When You Have Medicare 
Coverage 
(CR·9N J3.020.0I) 

This section explains how the benefits under This Plan interact with benefits available under Medicare. 

Medicare, when used in this Booklet-Certificate, means the health insurance provided by Title XVIII of the Social 
Security Act, as amended. It includes Health Maintenance Organization (HMO) or similar coverage that is an 
authorized alternative to Parts A and B of Medicare . 

You are eligible for Medicare if you are: 

• 
• 
• 

Covered under it by reason of age, disability, or 
End Stage Renal Disease; or 
Not covered under it because you: 
1. Refused it; 
2. Dropped it; or 
3. Failed to make a proper request for it. 

If you are eligible for Medicare, the plan coordinates the benefits it pays with the benefits that Medicare pays. 
Sometimes, the plan is the primary payor, which means that the plan pays benefits before Medicare pays benefits. 
Under other circumstances, the plan is the secondary payor, and pays benefits after Medicare. 

Which Plan Pays First 

The plan is the primary payor when your coverage for the plan's benefits is based on current employment with your 
employer. The plan will act as the primary payor for the Medicare beneficiary who is eligible for Medicare: 

• 

• 

• 

Solely due to age if the plan is subject to the Social Security Act requirements for Medicare with respect to 

working aged (i.e., generally a plan of an employer with 20 or more employees); 
Due to diagnosis of end stage renal disease, but only during the first 30 months of such eligibility for Medicare 
benefits. This provision does not apply if, at the start of eligibility, you were already eligible for Medicare 
benefits, and the plan's benefits were payable on a secondary basis; 
Solely due to any disability other than end stage renal disease; but only if the plan meets the definition of a large 
group health plan as outlined in the Internal Revenue Code (i.e., generally a plan of an employer with 100 or more 
employees). 

The plan is the secondary payor in all other circumstances. 

How Coordination With Medicare Works 

When the Plan is Primary 
The plan pays benefits first when it is the primary payor. You may then submit your claim to Medicare for 
consideration. 
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When Medicare is Primary 
Your health care expense must be considered for payment by Medicare first. You may then submit the expense to 
Aetna for consideration. 

Aetna will calculate the benefits the plan would pay in the absence of Medicare: 

The amount will be reduced so that when combined with the amount paid by Medicare, the total benefits paid or 
provided by all plans for the claim do not exceed 100 % of the total allowable expense. 

This review is done on a claim-by-claim basis. 

Charges used to satisfy your Part B deductible under Medicare will be applied under the plan in the order received 
by Aetna. Aetna will apply the largest charge first when two or more charges are received at the same time. 

Aetna will apply any rule for coordinating health care benefits after determining the benefits payable. 

Right to Receive andRelease Required Information (GR-9N-.I'-J3-025-01) 

Certain facts about health care coverage and services are required to apply coordination of benefits (COB) rules to 
determine benefits under This Plan and other plans. Aetna has the right to obtain or release any information, and 
make or recover any payments it considers necessary, in order to administer this provision. 
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General Provisions 
rC/{·9N 32·005 02) 

Type of Coverage 

Coverage under the p~an is non~occupational. Only non~occupational accidental injuries and non~occupational 
illnesses are covered. The plan covers charges made for services and supplies only while the person is covered under 
the plan. 

Physical Examinations 

Aetna will have the right and opportunity to examine and evaluate any person who is the basis of any claim at all 
reasonable times while a claim is pending or under review. This will be done at no cost to you. 

Legal Action 

No action at law or in equity shall be brought to recover on this policy prior to the expiration of 60 days after written 
proof of loss has been furnished in accordance with the requirements of this policy. 

No such action shall be brought after the expiration of three years after the time written proof of loss is required to be 
furnished. 

Aetna will not try to reduce or deny a benefit payment on the grounds that a condition existed before your coverage 
went into effect, if the loss occurs more than 2 years from the date coverage commenced. This will not apply to 
conditions excluded from coverage on the date of the los's. 

Confidentiality 

Information contained in your medical records and information received from any provider incident to the provider~ 
patient relationship shall be kept confidential in accordance with applicable law. Information may be used or disclosed 
by Aetna when necessary for your care or treatment, the operation of the plan and administration of this Booklet
Certificate, or other activities, as permitted by applicable law. You can obtain a copy of Aetna's Notice of 
Information Practices by calling Aetna's toll-free Member Service telephone. 

Additional Provisions 

The following additional provisions apply to your coverage. 

• 

• 
• 

• 

• 

This Booklet-Certitlcate applies to coverage only, and does not restrict your ability to receive health care services 
that are not, or might not be, covered. 
You cannot receive multiple coverage under the plan because you are connected with more than one employer. 
In the event of a misstatement of any fact affecting your coverage under the plan, the true facts will be used to 
determine the coverage in force. 
This document describes .the main features of the plan. Additional provisions are described elsewhere in the ,grollP 
poliO'. If you have any questions about the terms of the plan or about the proper payment of benefits, contact your 
employer or Aetna. 
Your employer hopes to continue the plan indefinitely but, as with all group plans, the plan may be changed or 
discontinued with respect to your coverage. 

74 



Assignments 

Coverage may be assigned only with the written consent of Aetna. To the extent allowed by law, Aetna will not 
accept an assib>nment to an out-of-network provider, including but not limited to, an assignment of: 
• The benetits due under this group insurance policy; 
• The right to receive payments due under this group insurance policy; or 
• Any claim you make for damages resulting from a breach or alleged breach, of the terms of this group insurance 

policy. . 

Misstatements 

If any fact as to the Policyholder or you is found to have been misstated, a fair change in premiums may be made. If 
the misstatement affects the existence or amount of coverage, the true facts will be used in determining whether 
coverage is or remains in force and its amount. 

All statements made by the Policyholder or you shall, in the absence of fraud, be deemed representations and not 
warranties. No written statement made by you shall be used by Aetna in a contest unless a c~py of the statement is or 
has been furnished to you or your beneficiary, or the person making the claim. 

Aetna's failure to implement or insist upon compliance with any provision of this policy at any given time or times, 
shall not constitute a waiver of Aetna'sright to implementor insist upon compliance with that provision at any other 
time or times. This includes, but is not limited to, the payment of premiums. This applies whether or not the 
circumstances are the same.· . 

. Incontestability 

As to Accident and Health Benefits: 

Except as to a fraudulent misstatement, or issues concerning Premiums due: 

• 

• 

• 

No statement made by the Policyholder or you or your dependent shall be the basis for voiding coverage or 
denying coverage or be used in defense of a claim unless it is in writing after it has been in force for 2 years from 
its effective date. 
No statement made by the Policyholder shall be the basis for voiding this Policy after it has been in force for 2 
years from its effective date. 
No statement made by you, an eligible employee or your dependent shall be used in defense of a claim for loss 
incurred or starting after coverage as to which claim is made has been in effect for 2 years. 

Right of Reimbursement (GR-9N-32-010-01-CA) 

If this plan pays bene tits under this Booklet-Certificate to you tor expenses incurred due to Third Party Injuries, 
then Aetna retains the right to repayment of the full cost of all benefits provided by this plan on your behalf that are 
associated with the Third Party Injuries. Aetna's rights of recovery apply to any recoveries made by or on your 
behalf from the following sources, including but not limited to: 

• 
• 
• 

Payments made by a Third Party or any insurance company on behalf of the Third Party; 
Any payments or awards under an uninsured or underinsured motorist coverage policy; 
Any \'V'orkers' Compensation or disability award or settlement; 
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• 

• 

i\fedical paynlents coverage under any automobile policy, premises or homeowners' medical payments coverage 
or premises or homeowners' insurance coverage; and 
Any other payments from a source intended to compensate you for injuries resulting from an accident or alleged 
negligence. 

By accepting benefits under this plan, you specifically acknowledge Aetna's right of subrogation. This right of 
reimbursement attaches when this plan has paid health care benefits for expenses incurred due to Third Party 
Injuries and you or your representative has recovered any amounts from a Third Party. By providing any benefits 
under this Booklet-Certificate, Aetna is granted an assignment of the proceeds of any settlement, judgment or other 
payment received by you to the extent of the full cost of all benefits provided by this plan. 

By accepting benefits under this plan, you or your representatives further agree to: 

• 

• 

• 

• 

• 

• 

Notify Aetna promptly and in writing when notice is given to any party of the intention to investigate or pursue a 
claim to recover damages or obtain compensation due to Third Party Injuries sustained by you; 
Cooperate with Aetna and do whatever is necessary to secure Aetna's rights of subrogation and reimbursement 
under this Booklet-Certificate; 
Give Aetna a first-priority lien on any recovery, settlement, or judgment or other source of compensation which 

. may be had from any party to the extent of the full cost of all benefits associated with Third Party Injuries 
provided by this plan (regardless of whether specifically set forth in the recovery, settlement, judgment or 
compensation agreement); 
Pay, as the first priority, from any recovery, settlement judgment, or other source of compensation, any and all 
amounts due Aetna as reimbursement for the full cost of all benefits associated with Third Party Injuries paid 
by this plan (regardless of whether specifically set forth in the recovery, settlemeilt, judgment, or compensation 
agreement), unless otherwise agreed to by Aetna in writing; . 
Do nothing to prejudice Aetna's rights as set forth above. This includes, but is not limited to, refraining from 
making any settlement or recovery which specifically attempts to reduce or exclude the full cost of all benefits 
paid by the plan; and . 
Serve as a constmctive tmstee for the benefits of this plan over any settlement or recovery funds received as a 
result of Third Party Injuries. 

Aetna may recover full cost of all benefits paid by this plan under this Booklet-Certificate without regard to any claim 
offault on your part, whether by comparative negligence or otherwise. No court costs or attorney fees may be 
deducted from Aetna's recovery, and Aetna is not required to payor contribute to paying court costs or attorney's 
fees for the attorney hired by you to pursue your claim or lawsuit against any Third Party without the prior express 
written consent of Aetna. In the event you or you representative fail to cooperate with Aetna, you shall be 
responsible for all benefits paid by this plan in addition to costs and attorney's fees incurred by Aetna in obtaining 
repayment. 

As used herein, the term "Third Party", means any party that is, or may be, or is claimed to be responsible for illness 
. or injuries to you. Such illness or injuries are referred to as "Third Party Injuries." "Third Party" includes any 
party responsible for payment of expenses associated with the care of treatment of Third Party Injuries. 

Worker's Compensation 

If benefits are paid by Aetna and Aetna determines you received Worker's Compensation benefits for the same 
incident, Aetna has the right to recover as described under the SuiJro.gation and Right ofReitnbursement provision. Aetna 
will exercise its right to recover against you. 

The Recovery Rights will be applied even though: 

• . The Worker's Compensation benefits are in dispute or are made by means of settlement or compromise; 
• No final determination is made that bodily injury or illness was sustained in the course of or resulted from your 

employment; 
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• 

• 

The amount of Worker's Compensation due to medical or health care is not agreed upon or defined by you or the 
Worker's Compensation carrier; or 
The medical or health care benefits are specifically excluded from the Worker's Compensation settlement or 
compromise. 

You hereby agree that, in consideration for the coverage provided by this policy, you will notify Aetna of any 
Worker's Compensation daim you make, and that you agree to reimburse Aetna as described above. 

If benefits are paid under this policy and you or your covered dependent recover from a responsible party by 
settlement, judgment or otherwise, Aetna has a right to recover from you or your covered dependent an amount 
equal to the amount Aetna paid. 

Recovery of Overpayments (GR.9N-32-015-01 CA) 

Health Coverage 
If a benefit payment is made by Aetna, to or on your behalf, which exceeds the benefit amount that you are entitled 
to receive, Aetna has the right: 

• To require the return of the overpayment; or 
• To reduce by the amount of the overpayment, any future benefit payment made to or on behalf of that person or 

another person in his or her family. 

Such right does not affect any other right of recovery Aetna may have with respect to such overpayment. 

Reporting of Clai~s (GR-9N-32-020-01-CA) 

A claim must be submitted to Aetna in writing. It must give proof of the nature and extent of the loss. Upon receipt 
of a notice of your claim, Aetna will furnish you with the claim forms you will need to complete and return to Aetna. 
If such forms are not furnished to you within 15 days after the giving of your notice of claim, you shall be deemed to 
have complied with the requirements as to proof of loss upon submitting, within the below referenced time frame for 
filing proof of loss, written proof covering the occurrence, the character and the extent of the loss. 

All claims should be reported promptly. The deadline for filing a claim is 20 days after the date of the loss, or as soon 
thereafter as is reasonably possible. Notice given by you or on your behalf to Aetna, or to any authorized agent of 
Aetna, with information sufficient to identify the insured, shall be deemed notice to Aetna. 

Unless you are legally incapacitated, late claims for health benefits will not be covered if they are filed more than 2 
years after the deadline. 

Payment of Benefits (GR-9N-32-025-02) 

Benefits will be paid as soon as the necessary proof to support the claim is received. Written proof must be provided 
for all benefits. 

All covered health benetits are payable to you. However, Aetna has the right to pay any health benefits to the service 
provider. This will be done unless you have told Aetna otherwise by the time you tile the claim. 

Aetna will notify you in writing, at the time it receives a claim, when an assignment of bendits to a health care 
provider or facility will not be accepted. 

Any unpaid balance will be paid within 30 days of receipt by Aetna of'the due written proof. 
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Aetna may pay up to $1,000 of any other benefit to any of your relatives whom it believes are fairly entitled to it. This 
can be done if the benefit is payable to you and you are a minor or not able to give a valid release. It can also be done 
if a benefit is payable to your estate. 

When a PCP provides care for you or a covered dependent, or care is provided by a network provider (network 
services or supplies), the network provider will take care of filing claims. However, when you seek care on your 
own (out-of-network services and supplies), you are responsible for filing your own claims. 

Records of Expenses (GR-9N-32-030-02) 

Keep complete records of the expenses of each person. They will be required when a claim is made. 

Very important are: 

• 
• 
• 

Names of physicians, dentists and others who furnish services. 
Dates expenses are incurred. 
Copies of all bills and receipts. 

Contacting Aetna 

If you have questions, comments or concerns about your benefits or coverage, or if you are required to submit 
information to Aetna, yo'u may contact Aetna's Home Office at: 

Aetna Life Insurance Company 
151 Farmington Avenue 
Hartf?rd, CT06156 

You may also use Aetna's to.ll free Member Services phone number on your 10 card or visit Aetna's web site at 
w\vw.aetna.com. 

Effect of Benefits Under Other Plans (GR-9N32-035-0Ij 

Effect of An Health Maintenance Organization Plan (HMO Plan) On Coverage 
If you are in an eligible class and have chosen coverage under an HMO Plan offered by your employer, you will be 
excluded from medical expense coverage (except Vision Care), if any, on the date of your coverage under such HMO 
Plan. 

If you are in an eligible class and are covered under an Hj\IO Plan, you can choose to change to coverage for yourself 
and your covered dependents under this plan. If you: 

• 

• 

.. 

Live in an Hi'vIO Plan enrollment area and choose to change coverage during an open enrollment period, 
coverage will take effect on the group policy anniversary date after the open enrollment period. There will be no 
rules for waiting periods or preexisting conditions. 
Live in an HMO Plan enrollment area and choose to change coverage when there is not an open enrollment 
period, coverage will take effect only if and when Aetna gives its written consent. 
Move from an HMO Plan enrollment area or if the HMO discontinues and you choose to change coverage 
within 31 days of the move or the discontinuance, coverage will take effect on the date you elect such coverage . 
.There will be no restrictions for waiting periods or preexisting conditions. If you choose to change coverage after 
31 days, coverage will take effect only if and when Aetna gives its written consent. 
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Any extensions of benefits under this plan for disability or pregnancy will not always apply on and after the date of a 
change to an HMO Plan providing medical coverage. They will apply only if the person is not covered at once under 
the HMO Plan because he or she is in a hospital not affiliated with the HMO. If you give evidence that the HMO 
Plap provides an extension of benefits for disability or pregnancy, coverage under this plan will be extended. The 
extension will be for the same length of time and for the same conditions as the HMO Plan provides. It will not be 
longer than the first to occur of: 

• 
• 

The end of a 90 day period; and 
The date the person is not confined. 

No benefits will be paid for any charges for services rendered or supplies furnished under an HMO Plan. 

Effect of Prior Coverage - Transferred Business (GR·9N32-04002CA) 

If your coverage under any part of this plan replaces any prior coverage for you, the rules below apply to that part. 

"Prior coverage" is any plan of group coverage that has been replaced by coverage under part or all of this plan; it 
must have been sponsored by your employer (e.g., transferred business). The replacement can be complete or in part 
for the eligible class to which you belong. Any such plan is prior coverage if provided by another group contract or 
any benefit section of this plan. 

Coverage under any other section of this plan will be in exchange for all privileges and benefits provided under any 
like prior coverage. Any benefits provided under such prior coverage may reduce benefits payable under this plan. 

If: 

• 

• 

• 

A dependent child's eligibility u;cier the prior coverage is a result of his or her status as a full-time student at a 
postsecondary educational institution; and 
Such dependent child is in a period of coverage continuation pursuant to a medically necessary leave of absence 
from school (or change in full-time student status); and 
This plan provides coverage for eligible dependents; 

health insurance under this policy will continue uninterrupted as to such dependent child for the remainder of the 
continuation period as provided under the section, ConliJltlin,g Health Care Blmejils -lvfedical LealJe of Absencefrom SchooL 

Wellness Incentive (GR-9N .I'-J,-OO,-OI) 

Upon completion of a health assessment, you will be eligible to participate in wellness activities that align with your 
results. A list of wellness activities is available from Aetna or the Policyholder. To contact Aetna, call the Member 
Services phone number appearing on your identification card. 

For completing one wcllness activity, you will receive a Benefit Award Amount. Your plan may also have a maximum 
benefit per Calendar Year. The type and value of a Benefit Award Amount and the maximum benefit are chosen by 
the Policyholder. The Benefit Award Amount and the maximum benefit for completed wellness activities are shown 
in the Schedule qlBenejits. You may use your Benefit Award Amount to reduce any applicable deductible and/or 
Coinsurance Limit required under this plan. 

Only you and your covered dependent spouse are eligible for wellness incentives. 
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Glossaty 
(G/{-9N-34-005-0201) 

In this section, you will find definitions for the words and phrases that appear in bold type throughout the text of this 
Booklet-Certificate. 

A (GR-9N 34-01001 C/I) (GR-9N 34-005 02) 

Accident (GR-9N-34-005-02 CAl 

This means a sudden; unexpected; and unforeseen; identifiable occurrence or event producing, at the time, objective 
symptoms of a bodily injury. The accident must occur while the person is covered under this Policy. The 
occurrence or event must be definite as to time and place. It must not be due to, or contributed by, an illness or 
disease of any kind. 

Aetna 
Aetna Life Insurance Company, .an affiliate, or a third party vendor under contract with Aetna. 

Ambulance 
A vehicle that is staffed with medical personnel and equipped to transport an ill or injured person. 

Average Wholesale Price (AWP) 
The current average wholesale price of a prescription drug listed in the Facts and Comparisons weekly price 
updates (or any other similar publication designated by Aetna) on the day that a pharmacy claim is submitted for 
adjudicatiori. 

B (GR-9N 34-010 01 CAl (GR-9N-34-005-02 CAl 

,Behavioral Health Provider/Practitioner 
A licensed organization or professional providing diagnostic, therapeutic or psychological services for behavioral 
health conditions. 

Birthing Center 
A freestanding facility that meets all of the following requirements: 

• . Lv[eets licensing standards. 
• 
• 
• . ' 

• 
• 
• 

• 
• 

Is set up, e(luipped and mn to provide prenatal care, delivery and immediate postpartum care. 
Charges for its services. 
Is directed by at least one physician who is a specialist in obstetrics and gynecology. 
Has a physician or certified nurse midwife present at all births and during the immediate postpartum period . 
Extends staff privileges to physicians who practice obstetrics and gynecology in an area hospital. 
Has at least 2 beds or 2 birthing rooms for use by patients while in labor and during delivery. 
Provides, during labor, delivelY and the immediate postpartum period, full-time skilled nursing services directed 
by an R.N. or certified nurse midwife. 
Provides, or arranges with a facility in the area for, diagnostic X-ray and lab services for the mother and child. 
f-ias the capacity to administer a local anesthetic and to perform minor surgery. This includes episiotomy and 
repair of perineal tear. ' 
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• [s equipped and has trained staff to handle emergency medical conditions and provide immediate support 
measures to sustain life if: 

Complications arise during labor; or 

A child is born with an abnormality which impairs function or threatens life. 
• Accepts only patients with low-risk pregnancies. 
• Has a written agreement with a hospital in the area for emergency transfer of a patient or a child. Written 

procedures for such a transfer must be displayed and the staff must be aware of them. 
• Provides an ongoing quality assurance program. This includes reviews by physicians who do not own or direct 

the facility. 
• Keeps a medical record on each patient and child. 

Brand-Name Prescription Drug 
A prescription drug with a proprietary name assigned to it by the manufacturer or distributor and so indicated by 
Medi-Span or· any other similar publication designated by Aetna or an affiliate. 

C (GR·9N 34·015 (2) 

Coinsurance 
Coinsurance is both the percentage of covered expenses that the plan pays, and the percentage of covered 
expenses that you pay. The percentage that the plan pays is referred to as "plan coinsurance" and varies by the type 
of expense. Please refer to the Schedule ifBenejits for specific information on coinsurance amounts. 

Coinsurance Limit 
Coinsurance limit is the maximum out-of-pocket amount you are responsible to pay for coinsurance for covered 
expenses during your calendar year. Orice you satisfy the coinsur~nce limit, the plan will pay 100% of the covered 
expenses that apply toward the limit for the rest of the calendar year. The coinsurance limit applies to both network. 
and out-of-network benefits. 

Copay or Copayment 
The specific dollar amount or percentage required to be paid by you or on your behalf. The plan includes various 
copayments, and these copayment amounts or percentages are specified in the Schedule if Betlifits. 

Cosmetic 
Services or supplies that alter, improve or enhance appearance. 

Covered Expenses 
Medical, dental, vision or hearing services and supplies shown as covered under this Booklet. 

Creditable Coverage 
A person's prior medical coverage as defined in the Health Insurance Portability and Accountability Act of 1996 
(HIPAA). 

Such coverage includes: 

• 
• 
• 
• 
• 
• 
• 

Health coverage issued on a group or individual basis; 
Medicare; 
Medicaid; 
Health care for members of the uniformed services; 
A prof.,lTam of the Indian Health Service; 
A state health benefits risk pool; 
The Federal Employees' Health Benefit Plan (FEHBP); 
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• 

• 
• 

A public health plan (any plan established by a State, the government of the United States, or any subdivision of a 
State or of the government of the United States, or a foreign country); 
Any health benefit plan under Section See) of the Peace Corps Act; and 
The State Children's Health Insurance Program (S-Chip). 

Custodial Care 
Services and supplies that are primarily intended to help you meet personal needs. Custodial care can be prescribed 
by a physician or given by trained medical personnel. It may involve artificial methods such as feeding tubes, 
ventilators or catheters. Examples of custodial care include: 

• 

• 
• 
• 
• 
• 
• 
• 
• 

• 
• 

Routine patient care such as changing dressings, periodic turning and positioning in bed, administering 
medications; 
Care of a stable tracheostomy (including intermittent suctioning); 
Care of a stable colostomy/ileostomy; 
Care of stable gastrostomy/jejunostomy / nasogastric tube (intermittent or continuous) feedings; 
Care of a stable indwelling bladder catheter (including emptying/ changing containers and clamping tubing); 
Watching or protecting you; 
Respite care, adult (or child) day care, or convalescent care; 
Institutional care, including room and board for rest cures, adult day care and convalescent care; 
Help with the daily living activities, such as walking, grooming, bathing, dressing, getting in or out of bed, 
toileting, eating or preparing foods; 
Any services that a person without medical or paramedical training could be trained to perform; and 
Any service that can be performed by a person without any medical or paramedical training. 

D (CR.9N 34-020 01) (GR-9N 34-095 Of C/I) 

Day Care Treatment 
A partial confinement treatment program to provide treatment for you during the day. The hospital, psychiatric 
hospital or residential treatment facility does not make a room charge for day care treatment. Such treatment 
must be available for at least 4 hours, but not more than 12 hours in any 24-hour period. 

Deductible 
The part of your covered expenses you pay before the plan starts to pay benetits. Additional information regarding 
deductibles and deductible amounts can be found in the Schedule ofBenejits. 

Deductible Carryover 
This allows you to apply any covered expense incurred during the last 3 months of a calendar year that is applied 
toward this year's deductible to also apply toward the following year's deductible. 

Dentist 
A legally qualitied dentist, or a physician licensed to do the dental work he or she performs. 

Detoxification 
The process by which an alcohol-intoxicated or dnlg-intoxicated; or an alcohol-dependent or dnlg-dependent person 
is medically managed through the period of time necessary to eliminate, by metabolic or other means, the: 

• 
• 
• 

Intoxicating alcohol or dnlg; 
Alcohol or drug-dependent factors; or 
l\lcohol in combination with drugs; 

as determined by a physician. The process must keep the physiological risk to the patient at a minimum, and take 
place in a facility that meets any applicable licensing standards established by the jurisdiction in which it is located. 
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Directory 
A listing of all network providers serving the class of employees to which you belong. The policyholder will give you 
a copy of this directory. Network provider information is available through Aetna's online provider directory, 
DocFind®. You can also call the Member Services phone number listed on your ID card to request a copy of this 

. directory. 

Durable Medical and Surgical Equipment (DME) 
Equipment, and the accessories needed to operate it, that is: 

• 
• 
• 
• 
• 
• 

Made to withstand prolonged use; 
Made for and mainly used in the treatment of a illness or injury; 
Suited for use in the home; 
Not normally of use to people who do not have a illness or injury; 
Not for use in altering air quality or temperature; and 
Not for exercise or training. 

Durable medical and surgical equipment does not include equipment such as whirlpools, portable whirlpool 
pumps, sauna baths, massage devices, over bed- tables, elevators, communication aids, vision aids and telephone alert· 
systems. 

E (GR·9N 34·025 02) 

E-visit 
An E-visit is an online internet consultation between a network physician and an established patient about a non
emergency healthcare matter. This visit must be conducted through an Aetna authorized internet E-visit service 
vendor. 

Emergency Care 
This means the treatment given in a hospital's emergency room to evaluate and treat an emergency medical 
condition. 

Emergency Medical Condition 
A recent and severe medical condition, including (but not limited to) severe pain, which would lead a prudent 
layperson possessing an average knowledge of medicine and health, to believe that his or her condition, illness, or 
injury is of such a nature that failure to get immediate medical care could result in: 

• 
• 
• 
• 

Pla~ing your health in serious jeopardy; or 
Serious impairment to bodily function; or 
Serious dysfunction of a body part or organ; or 
In the case of a pregnant woman, serious jeopardy to the health of the fetus. 

Experimental or Investigational 
A drug, a device, a procedure, or treatment will be determined to be experimental or investigational if: 

• 

• 
• 

There are insufficient outcomes data available from controlled clinical trials published in the peer-reviewed 
literature to substantiate its safety and effectiveness for the illness or injury involved; or 
Approval required by the FDA has not been granted for marketing; or 
A recognized national medical or dental society or regulatory agency has determined, in writing, that it is 
experimental or investigational, or for research purposes; or 
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• 

• 

It is a type of drug, device or treatment that is the subject of a Phase I or Phase II clinical trial or the experimental 
or research arm of a Phase III clinical trial, using the definition of "phases" indicated in regulations and other 
official actions and publications of the FDA and Department of Health and Human Services; or 
The written protocol or protocols used by the treating facility, or the protocol or protocols of any other facility 
srudying substantially the same drug, device, procedure, or treatment, or the written informed consent used by the 
treating facility or by another facility srudying the same drug, device, procedure, or treatment states that it is 
experimental or investigational, or for research purposes. 

G (GR·9N 34·035 01) 

Generic Prescription Drug 
A prescription drug, whether identified by its chemical, proprietary, or non-proprietary name, that is accepted by the 
U.S. Food and Drug Administration as therapeutically equivalent and interchangeable with drugs having an identical 
amount of the same active ingredient and so indicated by Medispan or any other publication designated by Aetna or 
an affiliate. 

H (GR·9N 34·040 02) 

Homebound 
This means that you are confined to your place of residence: 

• Due to an illness or injury which makes leaving the home medically contraindicated; or 
• . Because the act of transport would be a serious risk to your life or health. 

Siruations where you would not be considered homebound include (but are not limited to) the following: 

• You do not often travel from home because of feebleness or insecurity brought on by advanced age (or 
otherwise); or . 

• You are wheelchair bound but could safely be transported via wheelchair accessible transportation. 

Home Health Care Agency 
An agency that meets all of the following requirements. 

• 
• 
• 
• 
• 
• 

Mainly provides skilled nursing and other therapeutic services. 
Is associated with a professional group (of at least one physician and one R.N.) which makes policy. 
Has full-time supervision by a physician or an R.N. 
Keeps complete medical records on each person. 
Has art administrator. 
Meets licensing standards. 

Home Health Care Plan 
This is a plan that provides for continued care and treatment of an illness or injury. The care and treatment must be: 

• Prescribed in writing by the attending physician; and 
• An alternative to a hospital or skilled nursing facility stay. 

Hospice Care 
This is care given to a terminally ill person by or under arrangements with a hospice care agency. The care must be 
part cif a hospice care program. 

84 



Hospice Care Agency 
An agency or organization that meets all of the following requirements: 

• 
• 
• 

• 

• 

• 
• 
• 
• 

• 
• 
• 
• 

Has hospice care available 24 hours a day. 
Meets any licensing or certification standards established by the jurisdiction where it is located. 
Provides: 

Skilled nursing serVices; 

Medical social services; and 

Psychological and dietary counseling. 
Provides, or arranges for, other services which include: 

Physician services; 

Physical and occupational therapy; 

Part-time home health aide services which mainly consist of caring for terminally ill people; and 

Inpatient care in a facility when needed for pain control and acute and chronic symptom management. 
Has at least the following personnel: 

One physician; 

One R.N.; and 

One licensed or certified social worker employed by the agency. 
Establishes policies about how hospice care is provided. 
Assesses the patient's medical and social needs. 
Develops a hospice care program to meet those needs. 
Provides an ongoing quality assurance program. This includes reviews by physicians, other than those who own 
or direct the agency. 
Permits all area medical personnel to utilize its services for their patients. 
Keeps a medical record on each patient. 
Uses volunteers trained in providing services for non-medical' needs. 
Has a full-time administrator. 

Hospice Care Program 
This is a written plan of hospice care, which: 

• Is established by and reviewed from time to time by a physician attending the person, and appropriate personnel 
of a hos'pice care agency; 

, • Is designed to provide palliative and supportive care to terminally ill persons, and supportive care to their 
families; and 

• Includes an assessment of the person's medical and social needs; and a description of the care to be given to meet 
those needs. 

Hospice Facility 
A facility, or distinct part of one, that meets all of the following requirements: 

• 
• 
• 
• 
• 

• 
• 
• 

Mainly provides inpatient hospice care to terminally ill persons. 
Charges patients for its services. 
Meets any licensing or certitication standards established by thejurisdiction where it is located. 
Keeps a medical record on each patient. 
Provides an ongoing quality assurance program including reviews by physicians other than those who own or 
direct the facility. 
Is mn by a staff of physicians. At least one staff physician must be on call at all times. 
Provides 24-hour-a-day nursing services under the direction of an R.N. 
Has a full-time administrator. 
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Hospital 
An institution that: 

• 
• 
• 
• 
• 
• 

Is primarily engaged in providing, on its premises, inpatient medical, surgical and diagnostic services; 
Is supervised by a staff of physicians; 
Provides twenty-four (24) hour-a-day R.N. service, 
Charges patients for its services; 
Is operating in accordance with the laws of the jurisdiction in which it is located; and , 
Does not meet all of the requirements above, but does meet the requirements of the jurisdiction in which it 
operates for licensing as a hospital and is accredited as a hospital by the Joint Commission on the Accreditation 
of Healthcare Organizations. 

In no event does hospital include a convalescent nursing home or any institution or part of one which is. used 
principally as a convalescent facility, rest facility, nursing facility, facility for the aged, extended care facility, 
intermediate care facility, skilled nursing facility, hospice, rehabilitative hospital or facility primarily for 
rehabilitative or custodial services. 

Hospitalization 
A continuous con"finement as an inpatient in a hospital for which a room and board charge is made. 

I (0R-9N 34-045 (2) 

Illness (GR-9N 34-045 (2) 

A pathological condition of the body that presents a group of clinical signs and symptoms and laboratory tindings 
peculiar to it and that sets the condition apart as an abnormal entity differing from other normal or pathological body 
states. 

Infertile or Infertility 
The condition of a presumably healthy covered person who is unable to conceive orproduce conception after: 

• 

• 

For a woman wbo is under 35 years oj C{ge: 1 year or more of timed, unprotected coitus, or 12 cycles of artiticial 
insemination; or 
For a woman IJJho is 35years oj t{ge or older. 6 months or more of timed, unprotected coitus, or 6 cycles of artiticial 
insemination. 

Injury 
An accidental bodily injury that is the sole and direct result of: 

• 
• 
• 

An unexpected or reasonably unforeseen occurrence or event; or 
The reasonable unforeseeable consequences of a voluntary act by the person. 
[\n act or event must be detinite as to time and place. 

Institute of Excellence (IOE) 
[\ hospital or other facility that has contracted with Aetna to furnish services or supplies to an IOE patient in 

. connection with specitic transplants at a negotiated charge. A facility is an IOE facility only for those types of 
transplants for which it has signed a contract. 
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J (GR-9N 34-050 aT) 

Jaw Joint Disorder (GR-9N 34-050 aT) 

This is: 

• 
• 

A Temporomandibular Joint (fMJ) dysfunction or any similar disorder of the jaw joint; or 
A Myofacial Pain Dysfunction (MPD); or 

• Any similar disorder in the relationship between the jaw joint and the related muscles and nerves. 

L (GR-9N 34-055 aT) 

Late Enrollee 
This is an employee in an Eligible Class who requests enrollment under this Plan after the Initial Enrollment Period. 
In addition, this is an eligible dependent for whom the employee did not elect coverage within the Initial Enrollment 
Period, but for whom coverage is elected at a later time. 

However, an eligible employee or dependent may not be considered a Late Enrollee under certain circumstances. See 
the Special Enrollment Periods section of the Booklet-Certificate. 

Lifetime Maximum 
This is the most the plan will pay for covered expenses incurred by anyone covered person during their lifetime. 

L.P.N. 
A licensed practical or vocational nurse. 

M (GR-9JV-34-065-04C..A) 

Mail Order Pharmacy 
An establishment where prescription drugs are legally dispensed by mail or other carrier. 

Maintenance Care 
Care made up of services and supplies that: 

• 
• 

Are furnished mainly to maintain, rather than to improve, a level of physical, or mental function; and 
Provide a surrounding free from exposures that can worsen the person's physical or mental condition . 

Medically Necessary or Medical Necessity 
Health care or dental services, and supplies or prescription drugs that a physician, other health care provider or 
dental provider, exercising prudent clinical judgment, would provide to a patient for the purpose of preventing, 
evaluating, diagnosing or treating an illness, injury, disease or its symptoms, and that provision of the service, supply 
or prescription drug is: 

a) In accordance with generally accepted standards of medical or dental practice; 
- b) Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 

patient's illness, injury or disease; and 
c) Not primarily for the convenience of the patient, physician, other health care or dental provider; and 
d) Not more costly than an alternative service or sequence of services at least as likely to produce equivalent 

therapeutic or diagnostic results as to the diagnosis or treatment of that patient's illness, injury, or disease. 

For these purposes-"generally accepted standards of medical or dental practice" means standards that are based on 
credible scientific evidence published in peer-reviewed literature generally recognized by the relevant medical or dental 
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community, or otherwise consistent with physician or dental specialty society recommendations and the views of 
physicians or dentists practicing in relevant clinical areas and any other relevant factors. 

Mental Disorder 
An illness commonly understood to be a mental disorder, whether or not it has a physiological basis, and for which 
treatment is generally provided by or under the direction of a behavioral health provider such as a psychiatric 
physician, a psychologist or a psychiatric social worker. 

Anyone of the following conditions is a mental disorder under this plan: 

• 
• 
• 
• 
• 

Anorexia/Bulimia Nervosa. 
Bipolar disorder and delusional depression. 
Major depressive disorder. 
Obsessive compulsive disorder. 
Panic disorder. 

• 
• 

Pervasive Mental Developmental Disorder (including Autism). 
Psychotic Disorders /Delusional Disorder. 

• Schizo-affective Disorder. 
• Schizophrenia. 

Also included is any other mental condition which requires Medically Necessary treatment. 

Morbid Obesity 
This means a Body Mass Index that is: greater tniin"""fO'''kTI''8g;:i;:';sper meter squared; or equal to or greater than 35 
kilograms per meter squared with a comorbid medical condition, including: hypertension; a cardiopulmonary 
condition; sleep apnea; or diabetes. 

N (GR·9N 34·070 02) 

Negotiated Charge 
As to health expense coverage, other than Prescription Drug Expense Coverage: 

The negotiated charge is the maximum charge a network provider has agreed to make as to any service or supply 
for the purpose of the benefits under this plan. 

As to Prescription Drug Expense Coverage: 
The negotiated charge is the amount Aetna has established for each prescription drug obtained from a network 
pharmacy under this plan. This negotiated charg!! may reflect amounts Aetna has agreed to pay directly to the 
network pharmacy or to a third party vendor for the prescription drug, and may include an additional service or 
risk charge set by Aetna . 

.The negotiated charge does not include or ret1ect any amount Aetna, an affiliate, or a third party vendor, may 
receive under a rebate arrangement between Aetna, an affiliate or a third party vendor and a drug manufacturer for 
any prescription drug, including prescription drugs on the preferred drug guide. 

Based on its overall drug purchasing, Aetna may receive rebates from the manufacturers of prescription drugs and 
may receive or pay additional amounts from or to third parties under price guarantees. These amounts will not change 
the negotiated charge under this plan. 

Network Advanced Reproductive Technology (ART) Specialist 
A specialist physician who has entered into a contractual agreement with Aetna for the provision of covered 
Advanced Reproductive Technology (ART) services. 
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Network Provider 
A health care provider or pharmacy who has contracted to furnish services or supplies for this plan; but only if the 
provider is, with Aetna's consent, included in the directory as a network provider for: 

• The service or supply involved; and 
• The class of employees to which you belong. 

NetWork Service(s) or Supply(ies) 
Health care service or supply that is: 

• 
• 

Furnished by a network provider; or 
Furnished or arranged by your PCP. 

Night Care Treatment 
A partial confinement treatment program provided when you need to be confined during the night. A room charge 
is made by the hospital, psychiatric hospital or residential treatment facility. Such treatment must be available at 
least: 

• 
• 

8 hours in a row a night; and 
5 nights a week. 

Non-Occupational Illness 
. A non-occupational illness is an illness that does not: 

• 
• 

Arise out of (or in the course ot) any work for payor profit; or 
Result in any way from an illness that does. 

An illness will be deemed to be non-occupational regardless of cause if proof is furnished that the person: 

• 
• 

Is covered under any type of workers' compensation law; and 
Is not covered for that illness under such law. 

N on-Occupational Injury 
A non-occupational injury is an accidental bodily injury that does not: 

• 
• 

Arise out of (or in the course of) any work for payor profit; or 
Result in any way from an injury which does. 

Non-Preferred Drug (Non-Formulary) 
A prescription drug that is not listed in the preferred drug guide. This includes prescription drugs on the 
preferred drug guide exclusions list that are approved by medical exception. 

Non-Specialist 
A physician who is not a specialist. 

Non-Urgent Admission 
An inpatient admission that is not an emergency admission or an urgent admission. 
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o (C;R-9N-34-V65-02 el) (C;R-9N }4-075 VI CAj 

Occupational Injury or Occupational Illness 
An injury or illness that: . 

• Arises out of (or in the course of) any activity in connection with employment or self-employment whether or not 
on a full time basis; or 

• Results in any way from an injury or illness that does. 

Occurrence 
This means a period of disease or injury. An occurrence ends when 60 consecutive days have passed during which 
the covered person: 

• Receives no medical treatment; services; or supplies; for a disease or injury; and 
• Neither takes any medication, nor has any medication prescribed, for a disease or injury. 

Orthodontic Treatment (GR-9N 34-07501 CAj 

This is any: 

• 
• 

Medical service or supply; or 
Dental service or supply; 

furnished to prevent or to diagnose or to correct a misalignment: 

• 
• 
• 

Of the teeth; or 
Of the bite; or 
Of the jaws or jaw joint relationship; 

whether or not for the purpose of relieving pain. 

The following are not considered orthodontic treatment: 

• The installation of a space maintainer; or 
• A surgical procedure to correct malocclusion. 

Out-of-Network Service(s) and Supply(ies) (GR-9N34-07501CAj 

Health care service or supply that is: 

• 
• 

Furnished by an out-of network provider; or 
Not furnished or arranged by your PCP. 

Out-of-Network Provider 
A health care provider or pharmacy who has not contracted with Aetna, an affiliate, or a third party vendor, to 

furnish services or supplies for this plan. 
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P fGR-9iY J4-1J8() 01 C-I) 

Partial Confinement Treatment. 
A plan of medical, psychiatric, nursing, counseling, or therapeutic services to treat substance abuse or mental 
disorders_ The plan must meet these tests: 

• 

• 
• 
• 
• 

It is carried out in a hospital; psychiatric hospital or residential treatment facility; on less than a full-time 
inpatient .basis_ 
It is in accord with accepted medical practice for the condition of the person. 
It does not requite full-time confinement. 
It is supervised by a psychiatric physician who weeldy reviews and evaluates its effect. 
Day care treatment and night care treatment are considered partial confinement treatment. 

Pharmacy 
An establishment where prescription drugs are legally dispensed. Pharmacy includes a retail pharmacy, mail order 
pharmacy and specialty phai-macy network pharmacy. . 

Physician 
A duly licensed member of a medical profession who: 

• 
• 

• 

Has an MD. or D.O. degree; 
Is properly licensed or certified to provide medical care under the laws of the jurisdiction where the individual 
practices; and 
Provides medical services which are within the scope of his or her license or certificate. 

This also includes a health professional who: 

.. 
• 
• 
• 
• 

• 

Is properly licensed or certified to provide medical care under the laws of the jurisdiction where he or she 
practices; 
Provides medical services which are within the scope of his or her license or certificate; 
Under applicable insurance law is considered a "physician" for purposes of this coverage; 
Has the medical training and clinical expertise suitable to treat your condition; 
Specializes in psychiatry, if your illness or injury is caused, to any extent, by alcohol abuse, substance abuse or a 
mental disorder; and 
A physician is not you or related to you. 

Precertification or Precertify 
A process where Aetna is contacted before certain services are provided, such as hospitalization or outpatient 
surgery, or prescription drugs are prescribed to determine whether the services being recommended or the drugs 
prescribed are considered covered expenses under the plan. It is not a guarantee that benefits will be payable. 

Preferred Drug Guide 
A listing of prescription drugs established by Aetna or an affiliate, which includes both brand name prescription 
drugs and generic prescription drugs. This list is subject to periodic review and modification by Aetna or an 
affiliate. A copy of the preferred drug guide will be available upon your request or may be accessed on the Aetna 
website at www.Aetna.com/formulary. 

Preferred Drug Guide Exclusions List 
A list of prescription drugs in the preferred drug guide that are identified as excluded under the plan. This list is 
subject to periodic review and modification by Aetna. 
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Prescriber 
Any physician or dentist, acting within the scope of his or her license, who has the legal authority to write an order 
for a prescription drug. 

Prescription 
An order for the dispensing of a prescription drug by a prescriber. If it is an oral order, it must be promptly put in 
writing by the pharmacy. 

Prescription Drug 
A drug, biological, or compounded prescription which, by State and Federal Law, may.be dispensed only by 
prescription and which is required to be labeled "Caution: Federal Law prohibits dispensing without prescription." 
This includes: 

• An injectable drug prescribed to be self-administered or administered by any other person except one who is 
acting within his or her capacity as a paid healthcare professional. Covered injectable drugs include injectable 
insulin. 

Primary Care Physician (PCP) 
This is the network provider who: 

• 
• 

• 

Is selected by a person from the list of primary care physicians in the directory; 
Supervises, coordinates and provides initial care and basic medical services to a person as a general or family care 
practitioner, or in some cases, as an internist or a pediatrician; and 
Is shown on Aetna's records as the person's PCP. 

Psychiatric Hospital . 
This is an institution that meets all of the following requirements. 

,. 
• 
• 

• 
• 
• 
• 
• '. 
• 
• 

Mainly provides a program for the diagnosis, evaluation, and treatment of alcoholism, substance abuse or mental 
disorders. 
Is not mainly a school or a custodial, recreational or training institution. 
Provides infirmary-level medical services. Also, it provides, or arranges with a hospital in the area for, any other 
medical service that may be required. 
Is supervised fullctime by a psychiatric physician who is responsible for patient care and is there regularly. 
Is staffed by psychiatric physicians involved in care and treatment. 
Has a psychiatric physician present during the whole treatment day. 
Provides, at all times, psychiatric social work and nursing services. 
Provides, at all times, skilled nursing services by licensed nurses who are supervised by a full-time R.1'Jo 
Prepares and maintains a written plan of treatment for each patient based on medicai, psychological and social 
needs. The plan must be supervised by a psychiatric physician. ' 
~\rakes charges. 
Meets licensing standards. 

Psychiatric Physician 
This is a physician who: 

• 
• 

Specializes in psychiatry; or 
Has the training or experience to do the required evaluation and treatment of alcoholism, substance abuse or 
mental disorders. 
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Recognized Charge 
Only that pllrt of a charge \vhich is less than or egual to the recognized charge is a covered benefit. The 
recognized charge for a service or supply is the low~t of 

• 
• 

The provider's usual charge fo r furnishing it; and 
The charge Aema determines co be appropriate, based on factors such as the cost of providing the same or a 
similar service or supply and the manner in which charges for the service or supply are made, biDed or coded; or 
a) For non.facility charges: Aetna uses the provider charge data from the Ingenix Incorporated Prevailing 

HealthCare Charges System (PHCS) at the 80<1> percentile of PHCS data. This PH CS data is .l.~nerally updated 
at least every six Jllnntbs. 

b) !"'o{ r'lICLllty charges: Aetna uses the charge Aetna determines co be the usual charge level made for it in the 
,l,~ographic area where it is furnished 

For prescription drugs: 110% of the Average Wholesale Price (A WP) or o ther similar resource. Average 
Wholesale Price (AWP) is the current ave,rage wholcsale price of a prescription &ug listed in the Medi-Span 
weekly price updates (or any other similar publication chosen by Aetna on the day filat a pharmacy claim is 
submitted for adiudication). 

In determining the recognized charge for a service or supply that is: 

• Unusual; or 
• Not often provided in the geographic area; or 
• PrO\rided by only a s.Inall number of providers in the geographic area; 

Aetpa may take into aCC6Um factors, such as: 

• 
• 
• 
• 
• 

T he complexity; 
The degree of skill needed; 
The type of specialty of the provider; 
The range of services or supplies provided by a facility; and 
The recognized charge in other geographic :treas. 

In some circumstances, Aelila may have:tn agreement with a provider (either directly, or indirectly through a third 
party) which sets the rate that Aetna will pay for a service or supply. In these instances, in spite of the methodology 
described above, the recognized charge is the rate established in such agreement. 

As used above, the term "geographic area" means a Prevailing HealthCare Charges SYStem (PHCS)' expense area 
grouping. Expense areas are defined by the first three digits of the U.S. Postal Service zip codes. If the volume of 
charges in a single three digit zip code is sufficient to produce a statistically valid sample, an expense ·area is made up 
of a single three digit zip code. If the volume of charges is not sufficient to produce a statistically valid sample, two or 
more three digit zip. codes are grouped to produce a Statistically valid sample. 'Xlhen it is necessary to group three, digit 
zip codes, PHCS never crosses state lines. This data is produced semi~annually. Current procedure codes that have 
been developed by the American Medical Association, the .American D ental Association, and the Centers for 
Medicare and Medicaid Services are utilized. · 

Rehabilita[ion, Facility . 
.J\ facility, Or a distinct part of a ElCility which provides rehabilitative services, meets any licensing or certification 
standards established .by the jurisdiction where it is located, and makes charges for its services. 
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Rehabilitative Services 
The combined and coordinated use of medical, social, educational and vocational measures for training or retraining if 
you are disabled by illness or injury. . 

Residential Treatment Facility (Mental Disorders) 
This is an institution that meets all of the following requirements: 

• 
• 
• 
• 
• 

• 
• 

• 
• 
• 

• 

• 
• 
• 

On-site licensed Behavioral Health Provider 24 hours per day/7 days a week. 
Provides a comprehensive patient assessment (preferably before admission, but at least upon admission). 
Is admitted by a Physician. 
Has access to necessary medical services 24 hours per day/7 days a week. 
Provides living arrangements that foster community living and peer interaction that are consistent with 
developmental needs. 
Offers group therapy sessions with at least an RN or Masters-Level Health PrQfessional. 
Has the ability to involve family/support systems in therapy (required for children and adolescents; encouraged 
for adults). 
Provides access to at least weekly sessions with a Psychiatrist or psychologist for individual psychotherapy. 
Has peer oriented activities. 
Services are managed by a licensed Behavioral Health Provider who, while not needing to be individually 
contracted, needs to (1)' meet the Aetna crede~tialing criteria as an individual practitioner, and (2) function under 
the direction/ supervision of a licensed psychiatrist (Medical Director). 
Has individualized active treatment plan directed toward the alleviation of the impairment that caused the 
admission. 
Provides a level of skilled intervention consistent with patient risk. 
Meets any and all applicable licensing standards established by the jurisdiction in which it is located. 
Is not a \,{!ilderness Treatment Program or any such related or similar program, school and/or education service. 

Residential Treatment Facility (Substance Abuse) 
This is an institution that meets all of the following requirements: 

• 
• 
• 
• 
• 

• 

• 
• 

• 
• 
• 

• 

• 
• 
• 
• 

On-site licensed Behavioral Health Provider 24 hours per day/7 days a week. 
Provides a comprehensive patient assessment (preferably before admission, but at least upon admission). 
Is admitted by a Physician. 
Has access to necessary medical services 24 hours per day /7 days a week. 
If the member requires detoxification services, must have the availability of on-site medical treatment 24 hours 
per day/7days a week, which must be actively supervised by an attending Physician. 
Provides living arrangements that foster community living and peer interaction that are consistent with 
developmental needs. 
Offers group therapy sessions with at least an RN or Masters-Level Health Professional. 
Has the ability to involve family/support systems in therapy (required for children and adolescents; encouraged 
for adults). . 
Provides access to at least weekly sessions with a Psychiatrist or psychologist for individual psychotherapy. 
Has peer oriented activities. 
Services are managed by a licensed Behavioral Health Provider who, while not needing to be individually 
contracted, needs to (1) meet the Aetna credentialing criteria as an individual practitioner, and (2) function under 
the direction/supervision of a licensed psychiatrist (Medical Director). 
Has individualized active treatment plan directed toward the alleviation of the impairment that caused the 
admission. 
Provides a level of skilled intervention consistent with patient risk. 
j\leets any and all applicable licensing standards established by the jurisdiction in which it is located. 
Is not a Wi~derness Treatment Program or any such related or similar program, school and/or education service. 
Ability to assess and recognize withdrawal complications that threaten life or bodily functions and to obtain 
needed services either on site or externally. 
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• 
• 

24-hours per day/7 days a week supervision by a physician with evidence of close and frequent observation . 
On-site, licensed Behavioral Health Provider, medical or substance abuse professionals 24 hours per day/7 
days a \veek. 

R.N. 
A registered nurse. 

Room and Board 
Charges made by an institution for room and board and other medically necessary services and supplies. The 
charges must be regularly made at a daily or weekly rate. 

S (GR-9N 34-095-02) (GR-9N-34-090-02 OJ) 

Self-injectable Drug(s) 
Prescription drugs that are intended to be self-administered by injection to a specific part of the body to treat 
medical conditions. 

Semi-Private Room Rate 
The room and board charge that an institution applies to the most beds in its semi-private rooms with 2 or more 
beds. If there are no such rooms, Aetna will figure the rate based on the rate most commonly charged by similar 
institutions in the same geographic area. 

Service Area 
This is the geographic area, as determined by Aetna, in which network providers for this plan are located. 

Serious Emotional Disturbances of a Child 
A child who has one or more mental disorders outlined in the most recent edition of the Diagnostic and Statistical 
Manual of Mental Disorders (other than a primary substance use disorder or developmental disorder) that result in 
behavior inappropriate to the child's age according to developmental norms and who as'a result of the mental 
disorder has substantial impairment in at least two of the following areas: self-care, school functioning, family 
relationships, or ability to function in the community; and either of the following occur: the child is at risk of removal 
from home or has already been removed from the home, the mental disorder and impairments have been present 
for more than six months or are likely to continue for more than one year without treatment. 

The child displays one of the following: psychotic features, risk of suicide or risk of violence due to a mental 
disorder. 

Skilled Nursing Facility 
An institution that m,eets all of the following requirements: 

• 

• 
• 
• 
• 
• 

• 

It is licensed to provide, and does provide, the following on an inpatient basis for persons convalescing from 
illness or injury: 

Professional nursing care by an R.N., or by a L.P.N. directed by a full-time R.N.; and 

Physical restoration services to help patients to meet a goal of self-care in daily living activities. 
Provides 24 hour a day nursing care by licensed nurses directed by a full-time R.N. 
Is supervised full-time by a physician or an R.N. 
Keeps a complete medical record on each patient. 
Has a utilization review plan. 
Is not mainly a place for rest, for the aged, for drug addicts, for alcoholics, for mental retardates, for custodial or 
educational care, or for care of mental disorders. 
Charges patients for its services. 
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• 

• 

l\ninstitution or a distinct part of an institution that meets all of the following requirements: 

It is licensed or approved under state or local law. 

Is primarily engaged in providiiIg skilled nursing care and related services for residents who require medical or 
nursing care, or rehabilitation services for the rehabilitation of injured, disabled, or sick persons. 

Qualifies as a skilled nursing facility under Medicare or as an institution accredited by: 
The Joint Commission on Accreditation of Health Care Organizations; 

The Bureau of Hospitals of the American Osteopathic Association; or 

The Commission on the Accreditation of Rehabilitative Facilities 

Skilled nursing facilities also include rehabilitation hospitals (all levels of care, e.g. acute) and portions of a 
hospital designated for skilled or rehabilitation services. 

Skilled nursing facility does not include: 

• Institutions which provideoniy: 

Minimal care; 
Custodial care services; 

Ambulatory; or 
Part-time care services. 

• Institutions which primarily provide for the care and treatment of alcoholism, substance abuse or mental 
disorders. 

Skilled Nursing Services 
Services that meet all of the following requirements: 

• The services require medical or paramedical training. 
• 
• 

The services are rendered by an R.N. or L.P.N. within the scope of his or her license. 
The services are not custodial. 

Specialist 
A physician who practices in any generally accepted medical or surgical sub-specialty. 

Specialty Care 
Health care services or supplies that require the services of a specialist. 

Specialty Pharmacy Network 
A network of pharmacies designated to fill self-injectable drug prescriptions. 

Stay 
A full-time inpatient confinement for which a room and board charge is made. 

Step Therapy 
A form of precertification under which certain prescription drugs will be excluded from coverage, unless a first
line therapy drug(s) is used first'by you. The list of step-therapy drugs is subject to change by Aetna or an aftiliate. An 
updated copy of the list of drugs subject to step therapy shall be available upon request by you or may be accessed 
on the Aetna website at www.Aetna.com/formulary. 
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Substance Abuse 
This is a physical or psychological dependency, or both, on a controlled substance or alcohol agent (These are defined 
on Axis I in the Diagnostic and Statistical Manual of Mental Disorders (DSM) published by the American 
Psychiatric Association which is current as of the date services are rendered to "you or your covered dependents.) This 
term does not include conditions not attributable to a mental disorder that are a focus of attention or treatment (the 
V codes on Axis I of DSM); an addiction to nicotine products, food or caffeine intoxication. 

Surgery Center 
A freestanding ambulatory surgical facility that meets all of the following requirements: 

• .. 
• 
• 

• 

• 

• 
• 

• 
• 
• 

J'l'feets licensing standards. 
Is set up, e(luipped and run to provide general surgery . 
Charges for its services. 
Is directed by a staff of physicians. At least one of them must be on the premises when surgery is performed and 
during the recovery period. 
Has at least one certified anesthesiologist at the site when surgery requiring general or spinal anesthesia is 
performed and during the recovery period. 
Extends surgical staff privileges to: 

Physicians who practice surgery in an area hospital; and 

Dentists who perform oral surgery. 
Has at least 2 operating rooms and one recovery room. 
Provides, or arranges with a medical facility in the area for, diagnostic x-ray and lab services needed in connection 
with surgery. 
Does not have a place for patients to stay overnight. 
Provides, in the operating and recovery rooms, full-time skilled nursing services directed by an R.N. 
Is equipped and has trained staff to handle emergency medical conditions. 

'\[ust have all of the following: 

• .. 
• 
• 
• 
• 
• 
• 

A physician trained in cardiopulmonary resuscitation; and 
A defibrillator; and 
A tracheotomy set; and 
A blood volume expander. 
Has a written agreement with a hospital in the area for immediate emergency transfer of patients. 
\'Vritten procedures for such a transfer must be displayed and the staff must be aware of them. 
Physicians who do not own or direct the facility. 
Keeps a medical record on each patient. 
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Terminally III (Hospice Care) 
Terminally ill means a medical prognosis of 12 months or less to live. 

Therapeutic Drug Class 
j\ group of drugs or medications that have a similar or identical mode of action or exhibit similar or identical 
outcomes for the treatment of a disease or injury . 
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Urgent Admission 
A hospital admission by a physician due to: 

• 
• 
• 
• 

The onset of or change in a illness; or 
The diagnosis of a illness; or 
An injury. 
The condition, while not needing an emergency admission, is severe enough to require confinement as an 
inpatient in a hospital within 2 weeks from the date the need for the continement becomes apparent. 

Urgent Care Provider 
This is: 

• 

• 

• 

A freestanding medical facility that meets all of the following requirements. 

Provides unscheduled medical services to treat an urgent condition if the person's physician is not 
reasonably available. 

Routinely provides ongoing unscheduled medical services for more than 8 consecutive hours. 

Makes charges . 

.Is licensed and certified as required by any state or federal law or regulation. 

Keeps a medical record on each patient. 

Provides an ongoing quality assurance program. This includes reviews by physicians other than those who 
own or direct the facility. 

Is run by a staff of physicians. At least one physician must be on call at all times. 

Has a full-time administrator who is a licensed physician. 
A physician's office, but only one that: 

Has contracted with Aetna to provide urgent care; and 

Is, with Aetna's consent, included in the directory as a network urgent care provider. 
It is not the emergency room or outpatient department of a hospital. 

Urgent Condition 
This means a sudden illness; injury; or condition; that: 

• 
• 

• 
• 

Is severe enough to require prompt medical attention to avoid serious deterioration of your health; 
Includes a condition which would subject you to severe pain that could not be adequately managed without 
urgent care or treatment; 
Does not require the level of care provided in the emergency room of a hospital; and 
Requires immediate outpatient medical care that cannot be postponed until your physician becomes reasonably 
available. 
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Walk-in Clinic 
Walk-in Clinics are free-standing health care facilities. They are an alternative to a physician'S oftlce visit for 
treatment of unscheduled, non-emergency illnesses and injuries and the administration of certain immunizations. It 
is not an alternative for emergency room services or the ongoing care provided by a physician. Neither an emergency 
room, nor the outpatient department of a hospital, shall be considered a Walk-in Clinic. 
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Confidentiality Notice 
Aetna considers personal information to be confidential and has policies and procedures in place to protect it against 
unlawful use and disclosure. By "personal informatio·n," we mean information that relates to a member's physical or 
mental health or condition, the provision of health care to the member, or payment for the provision of health care or 
disability or life benefits to the member. Personal information does not include publicly available information or 
information that is available or reported in a summarized or aggregate fashion but does not identify the member· 

\X'hen necessary or appropriate for your care or treatment, the operation of our health, disability or life insurance 
plans, or other related activities, we use personal information internally, share it with our affiliates, and disclose it to 
health care providers (doctors, dentists, pharmacies, hospitals and other caregivers), payors (health care provider 
organizations, employers who sponsor self-funded health plans or who share responsibility for the payment of 
benetits, and others who may be tinancially responsible for payment for the services or benefits you receive under 
your plan), other insurers, third party administrators, vendors, consultants, government authorities, and their 
respective agents. These parties are required to keep personal information confidential as provided by applicable law. 
In our health plans, participating network providers are also required to give you access to your medical records 
within a reasonable amount of time after you make a request. 

Some of the ways in which personal information is used include claim payment; utilization review and management; 
medical necessity ·reviews; coordination of care and benefits; preventive health, early detection, vocational 
rehabilitation and disease and case management; quality assessment and improvement activities; auditing and anti
fraud activities; performance measurement and outcomes assessment; health, disability and life claims analysis and 
reporting; health services, disability and life research; data and information systems management; compliance with 
legal and regulatory requirements; formulary management; litigation proceedings; transfer of policies or contracts to 
and from other insurers, HMOs and third party administrators; underwriting activities; and due diligence activities in 
connection with the purchase or sale of some or all of our business. \Y./e consider these activities key for the operation 
of our health, disability and life plans. To the extent permitted by law, we use and disclose personal information as 
provided above without member consent. However, we recognize that many members do not want to receive 
unsolicited marketing materials unrelated to their health, disability and life benefits. We do not disclose personal 
information for these marketing purposes unless the member con~ents. \X'e also have policies addressing 
circumstances in which members are unable to give consent. 

To obtain a copy of our Notice of Privacy Practices, which describes in greater detail our practices concerning use and 
disclosure of personal information, please call the toll-free j\lember Services number on your ID card or visit our 
Internet site at www.aetna.com. 



Additional Information Provided by 

Cepheid, Inc. 

The following information is provided to you in accordance with the Employee Retirement Income Security Act of 
1974 (ERISA). It is not a part of your booklet-certificate. Your Plan Administrator has determined that this 
information together with the information contained in your booklet-certificate is the Summary Plan Description 
required by ERISA 

In furnishing this information, Aetna is acting on behalf of your Plan Administrator who remains responsible for 
complying with the ERISA reporting rules and regulations on a timely and accurate basis. 

N arne of Plan: 
Refer to your Plan Administrator for this information 

Employer Identification Number: 
Refer to your Plan Administrator for this information 

Plan Number: 
501 

Type of Plan: 
Health & \'\i'elfare 

Type of Administration: 
. Group Insurance Policy'\'vith: 

Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156 

Plan Administrator: 
Cepheid, Inc. 
904 Caribbean Drive 
Sunnyvale, CA94089 

Telephone Number: (408) 400-8262 

Agent For Service of Legal Process: 
Cepheid, Inc. 
904 Caribbean Drive 
Sunnyvale, CA 94089 

Service of le6ral process may also be made upon the Plan Administrator 

End of Plan Year: 
June 30 

Source of Contributions: 
Employer and Employee 

Procedure for Amending the Plan: 
The Employer may amend ~he Plan from time to time by a written instrument signed by the person designated by the 
Plan r\dminstrator. 



ERISA Rights 
As a participa.m in the group insurance plan you are entitled to certain rights and protections under the Employee 
Retirement Income Security Act of 1974. EIUSA provides that all plan participants shall be entitled to: 

Receive Infonnation about Your Plan and Benefits 
Examine, without charge, at the Plan Administrator's office and at other specified locations, such as worksites and 
union halls, all documents governing the Plan, including insurance contracts, collective bargaining agreements, and a 
copy of the latest annual report (Form 5500 Series) that is fIled by the Plan with the U.S. Department of Labor and 
available at the Public Disclosure Room of the Employee Benefits Security Administration. 

Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of the Plan, 
including insurance contracts, collective bargaining agreements, and copies of the latest annual report (Form 5500 
Series), and an updated Summary Plan Description. The Administrator may make a reasonable charge for the copies. 

Receive a summary of the Plan's annual financial report. The Plan Administrator is required by law to furnish each 
participant with a copy of this summary annual report. 

Receive a copy of the procedures used by the Plan for determining a qualified domestic relations order (QDRO) or a 
qualified medical child support order (QMCSO). 

Continue Group Health Plan Coverage 
Continue health care coverage for yourself, your spouse, or your dependents if there is a loss of coverage under the 
Plan as a result of a qualifying event. You or your dependents may have to pay for such coverage. Review this 
summary plan description and the documents governing the Plan for the rules governing your COBRA continuation 
coverage rights. 

Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group health plan, 
if you have creditable coverage from another plan. You should be provided a certificate of creditable coverage, free of 
charge, from your group health plan or health insurance issuer when you lose coverage under the Plan, when you 
become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you 
request it before losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of 
creditable coverage, you may be subject to preexisting condition exclusion for 12 months after your enrollment date in 
your coverage under this Plan. Contact your Plan Administrator for assistance in obtaining a certificate of creditable 
coverage. 

Prudent Actions by Plan Fiduciaries , 
In addition to creating rights for plan participants, ERISA imposes duties ,upon the people who are responsible for the 
operation of the employee benefit plan. The people who operate your Plan, called "fiduciaries" of the Plan, have a 
duty to do so prudently and in your interest and that of other plan participants and beneficiaries. No one, including 
your employer, your union, or any other person, may fire you or otherwise discriminate against you in any way to 
prevent you from obtaining a welfare benefit or exercising your rights under ERISA. 

Enforce Your Rights 
If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this was 
Jane, to obtain documents relating to the decision without charge, and to appeal any denial, all within certain time 
schedules. 

Under ERISA there are steps you can take to enforce the above rights. For instance, if you request materials from the 
Plan and do not receive them within 30 days you may tlle suit in a federal court. In such a case, the court may require 
the Plan Administrator to provide the materials and pay up to S 110 a day until you receive the materials, unless the 
materials were not sent because of reasons beyond the control of the Administrator. 

If you have a claim for benefits which is denied or ignored, in whole or in part, you may fIle suit in a state or federal 
court. [n addition, if you disagree with the Plan's decision or lack thereof concerning the status of a domes.tic relations 
order or a medical child support order, you may file suit in a federal court. 



If it should happen that plan fiduciaries misuse the Plan's money or if you are discriminated against for asserting your 
rights, you may seek assistance from the U.S. Department of Labor or you may file suit in a federal court. The court . 
will decide who should pay court costs and legal fees. If you are successful, the court may order the person you have 
sued to pay these costs and fees. If you lose, the court may order you to pay these costs and fees, for example, if it 
tinds your claim is frivolous. 

Assistance with Your Questions 
If you have any questions about your Plan, you should contact the Plan Administrator. 

If you have any questions about this statement or about your rights under ERISA, you should contact: 

• 

• 

the nearest oHice of the Employee Benefits Security Administration, U.S. Department of Labor, listed in your 
telephone directory; or 
the Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department 
of Labor, 200 Constitution Avenue, N.W., Washington D.C. 20210. 

You may also obtain certain publications about your rights and responsibilities under ERISA by calling the 
publications hotline of the Employee Benefits Security Administration. 

Statement of Rights under the Newborns' and Mothers' Health Protection Act 
Under federal law, group health plans and health insurance issuers offering group health insurance coverage generally 
may not restrict benefits for any hospital length of stay in connection with childbirth for the mother or newborn child 
to less than 48 hours following a vaginal delivery, or less than 96 hours following a delivery by cesarean section. 
However, the plan or issuer may pay for a shorter stay if the attending provider (e.g., your physician, nurse midwife, ~r 
physician assistant), after consultation with the mother, discharges the mother or newborn earlier. 

Also, under federal law, plans and issuers may not set the level of benefits or out-of-pocket costs so that any,later 
portion of the 48-hour (or 96-hour) stay is treated in a manner less favorable to the mother or newborn than any 
earlier portion of the stay. 

In addition, a plan or issuer may not, under federal law, require· that you, your physician, or other health care provider 
obtain authorization for prescribing a length of stay of up to 48 hours (or 96 hours). However, you may be required to 
obtain precertification for any days of confinement that exceed 48 hours (or 96 hours). For information on 
precertification, contact your plan administrator. 

Notice Regarding Women's Health and Cancer Rights Act 
Under this health plan, as required by the Women's Health and Cancer Rights Act of 1998, coverage will be provided 
to a person who is receiving benefits in connection with a mastectomy and who elects breast reconstruction in 
connection with the mastectomy for: . 

(1) all stages of reconstruction of the breast on which a mastectomy has been performed; 
(2) surgery and reconstruction of the other breast to produce a symmetrical appearance; 
(3) prostheses; and 
(4) treatment of physical complications of aU stages of mastectomy, including lymphedemas. 

This coverage will be provided in consultation with the attending physician and the patient, and will be provided in 
accordance with the plan design, limitations, copays, deductibles, and referral requirements, if any, as outlined in your 
plan documents. 

If you have any questions about our coverage of mastectomies and reconstructive surgery, please contact the Member 
Services number on your 10 card. 

For more information, you can visit this U.S. Department of Health and Human Services website, 
http://\\'\vw.cllls.)!,u\' lllealthlnsRd<>r[llforComumei, and this U.S. Department of Labor website, 
http://\\·ww.dol.g-ov/eiJsaicoI1SlIl11tl" info health.hlll1l. 



IMPORTANT HEALTH CARE REFORM INFORMATION 

Some language changes io response to the federal Patient Protection and Affordable Care Act (PPACA) may not be 
included in the enclosed certificate of coverage. This may be because the language is still pending regulatory review 
and approval. However. please note that Aetna is administering medical and outpatient prescription drug coverage in 
compliance with the applicable components of PPACA. . 

The following is a summary of the requirements under PPACA. 

1. For non-grand fathered plans: 
a. Subject to any applicable age, family history and frequency guidelines, the following preventive services, to 

the extent they are not already, are covered under the plan at the Preferred Care level benefits only. 
Preventive serVices will be paid at 100% per visit and without cost-sharing such as payment percentages; 
copays; deductibles; and dollar maximum benefits: 

Items or services with an "A" or "B" rating from the United States Preventive Services Task Force; 
Immunizations pursuant to the.Advisory Committee on Immunization Practices (HACIP") 
recommendations; and 
Preventive care and screenings that are provided for in the comprehensive guidelines supported by the 
Health Resources and Services Administration (HHRSA"). 

b. If the plan requires or recommends that you designate a primary care provider, you may select any 
participating primary care provider who is available to accept you. In addition, you may select any 
participating pediatrician as your child's primary care provider, if the provider is available to accept your 
child. 

c. If your plan ~equires the referral or authorization from the primary care provider before receiving 
()bstetrical or gynecological care from a participating provider who specializes in obstetrics or gynecological 
care, this requirement no longer applies. Care includes the ordering of related obstetrical and gynecological 
items and services that are covered under your plan. 

d. You do not need prior authorization for the treatment of an emergency medical condition, even if the 
services are provided by a non-participating provider. Care provided by a non-participating provider will be 
paid at no greater cost to you than if the services were performed by a participating provider. You may 
receive a bill for the difference between the amount billed by the provider and the amount paid by Aetna. 
If a non participating provider bills you directly for an amount beyond your cost share for the treatment of 
an emergency medical condition, you are not responsible for paying that amo~mt Please send the bill at the 
address listed on the back of your member ID card and we will resolve any payment dispute with the 
provider over the amount. Make sure your member ID number is on the bill . 

. e. You have the right to appeal any action taken·by Aetna to deny, reduce or terminate the provision or 
payment of health care services. \'V'hen we have done this based on the medical necessity, appropriateness, 
health care setting, level of care, or effectiveness of the service, you have the right to have the decision 
reviewed by an external review organization. . 

2. For grand fathered and non-grand fathered plans: 
a. Any overall plan calendar year and lifetime dollar maximums no longer apply. 

b. Any calendar year or annual and lifetime dollar maximum benefit that applies to an "Essential Service" (as 
required by PPACA and defined by Aetna) for Preferred Care and Non-Preferred Care no longer applies. 
Essential Services will continue to be subject to any coinsurance; copays; deductibles; other types of 
maximums (e.g., day and visit maximums); referral and certification rules; and any exclusions and 
limitations that apply to these types of covered medical expenses under your plan. 



c. If your Plan includes a pre-existing condition limitation provision, including one that may apply to 
transplant coverage, then this provision will not apply to a person under 19 years of age. 

d. The eligibility rules for children have been changed. A child will now be eligible to enroll if he or she is 
under 26 years of age. Any rule that they be a full-time student, not married or solely dependent upon you 
for support will not apply. Please Note: For grand fathered plaris only, if your child (under age 26) is 
eligible for employer based coverage other than through a parent's plan, then that child may not be eligible 
to enroll in this Plan. Contact your policyholder for further information. 

e. If your coverage under the Policy is rescinded, Aetna will provide you with a 30 day advance written notice 
prior to the date of the rescission 

IMPORTANT HEALTH CARE REFORM NOTICES 

CHOICE OF PROVIDER 

If your Aetna plan generally requires or allows the designation of a primary care provider, you have the right to 
designate any primary care provider who participates in our network and who is available to accept you or your family 
members. If the plan or health insurance coverage designates a primary care provider automatically, then until you 
make this designation, Aetna designates one for you. For information on how to select a primary care provider, and 
for a list of the participating primary care providers, contact your Employer or, if yo'"! are a current member, your 
Aetna con'tactnumber on the back of your ID card. 

If your Aetna plan allows for the desibl'Ilation of a primary care provider for a child, you may designate a pediatrician 
as the primary care provider. ' 

If your Aetna plan provides coverage for obstetric or gynecological care and requires the designation of a primary care 
provider then you do not need prior authorization from Aetna or from any other person (including a primary care 
provider) in order to obtain access to obstetrical or gynecological care from a health care professional in our network 
who specializes in obstetrics or gynecology. The health care professional, however, may be required to comply with 
certain procedures, including obtaining prior authorization for certain services, following a pre-approved treatment 
plan, or procedures for making referrals. For a list of participating health care professionals who specialize in 
obstetrics oq,>ynecology, contact your Employ~r or, if you are a current member, your Aetna contact number on the 
back of your ID card. 



Continuation of Coverage During an Approved Leave of Absence Granted to Comply With Federal 
Law 
This continuation of coverage section applies only for the period of any approved family or medical leave (approved 
FMLA leave) required by Family and Medical Leave i\ct of 1993 (FMLA). If your Employer grants you an approved 
FMLA leave for a period in excess of the period required by FMLA, any continuation of coverage during that excess 
period will be subject to prior written agreement berween Aetna and your Employer. 

If your Employer grants you an approved FMLA leave in accordance with FMLA, you may, during the continuance 
of such approved FMLA leave, continue Health Expense Benefits for you and your eligible dependents . 

. At the time you request the leave, you must agree to make any contributions required by your Employer to continue 
coverage. Your Employer must continue to make premium payments. 

If Health Expense Benefits has reduction rules applicable by reason of age or retirement, Health Expense Benefits 
will be subject to such rules while you are on FMLA leave. 

Coverage will not be continued beyond the first to occur· of: 

• 
• 
• 

The date you are required to make any contribution and you fail to do so. 
The date your Employer determines your approved FMLA leave is terminated. 
The date the coverage involved discontinues as to your eligible class. However, coverage for health expenses may 
be available to you under another plan sponsored by your Employer. 

Any coverage being continued for a dependent will not be continued beyond the date it would otherwise terminate. 

If Health Expense Benefits terminate because your approved FMLA leave is deemed terminated by your Employer, 
you may, on the date of such termination, be eligible for Continuation Und.er Federal Law on the same terms as 
though your·employment terminated, other than for gross misconduct, on such date. If the group contract provides 
any other continuation of coverage (for example, upon termination of employment, death, divorce or ceasing to be a 
defined dependent), you (or your eligible dependents) may be eligible for such continuation on the date your 
Employer determines your· approved FMLA leave.is terminated or the date of the event for which the continuation is 
available. 

If you acquire a new dependent while your coverage is continued during an approved FMLA leave, the dependent will 
be eligible for the continued coverage on the same terms as would be applicable if you were actively at work, not on 
an approved FMLA leave. 

If you return to work for your Employer following the date your Employer determines the approved FMLA leave is 
terminated, your coverage under the group contract will be in force as though you had continued in active 
employment rather than going on an approved FMLA.leave provided you make request for such coverage within 31 
days of the date your Employer determines the approved FMLA leave to be terminated. If you do not make such 
request within 31 days, coverage will again be effective under the group contract only if and when Aetna gives its 
written consent. 

If any coverage being continued terminates because your Employer determines the approved FMLA leave is 
terminated, any Conversion Privilege will be available on the same terms as though your employment had terminated 
on the date your Employer determines the approved FMLA leave is terminated. 
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Aetna Life Insurance Company 
Hartford, Connecticut 06156 

Amendment (GR.9N.AppealsOI.GI 01 C/I) 

Policyholder: 
Group Policy No.: 
Rider: 
Issue Date: 
Effective Date: 

Cepheid, Inc. 
GP-883835 
California Complaint and Appeals Health Rider 
November 16,2010 
July 1, 2010 

Complaint and Appeals - Health Coverage 
The group policy specified above has been amended. The following summarizes the changes in the group policy, and 
the Certificate of Insurance describing the policy terms is amended accordingly. This amendment is effective on the 
date shown above. 

Appeals Procedure 
Definitions 
Adverse Benefit Determination: A denial; reduction; termination of; or failure to provide or make payment (in 
whole or in part) for a service, supply or benefit. 

Such adverse benefit determination may be based on: 

• 
• 
• 
• 

Your eligibility for coverage; 
The results of any Utilization Review activities; 
A determination that the service or supply is e~perimental or investigational; or 
A determination that the service or supply is not medically necessary. 

Appeal: A written request to Aetna to reconsider an adverse benefit determination. 

Complaint: Any written expression of dissatisfaction about quality of care or the operation of the Plan. 

Concurrent Care Claim Extension: A request to extend a previously approved course of treatment. 

Concurrent Care Claim Reduction or Termination: A decision to reduce or terminate a previously approved 
course of treatment. 

Pre-Service Claim: Any claim for medical care or treatment that requires approval before the medical care or 
treatment is received. 

Post-Service' Claim: Any claim that is not a "Pre-Service Claim." 

prgent Care Claim: Any claim for medical care or treatment in which a delay in treatment could: 

• 
• 
• 

• 

jeopardize your life; 
jeopardize your ability to regain maximum function; 
cause you to suffer severe pain that cannot be adequately managed without the requested medical care or 
treatment; or 
in the case of a pregnant woman, cause serious jeopardy to the health of the fetus. 



Claim Determinations 
Urgent Care Claims 
Aetna will make notification of an urgent care claim determination as soon as possible but not more than 72 hours 
after the claim is made. 

If more information is needed to make an urgent claim determination, Aetna will notify the claimant within 24 hours 
of receipt of the claim. The claimant has 48 hours after receiving such notice to provide Aetna with the additional 
information. Aetna will notify the claimant within 48 hours of the earlier of the receipt of the additional information 
or the end of the 48 hour period given the physician to provide Aetna with the information. 

If the claimant fails to follow plan procedures for filing a claim, Aetna will notify the claimant within 24 hours 
following the failure to comply. 

Pre-Service Claims 
Aetna will make notification of a claim determination as Soon as possible but not later than 15 calendar days after the 
pre-service claim is made. Aetna may determine that due to matters beyond its control an extension of this 15 
calendar days claim determination period is required. Such an extension, of not longer than 15 additional calendar 
days, will be allowed if Aetna notifies you within the first 15 calendar days period. If this extension is needed because 
Aetna needs additional information to make a claim determination, the notice of the extension shall specifically 
describe the required information. You will have 45 calendar days, from the date of the notice, to provide Aetna with 
the required information. 

Post-Service Claims 
Aetna will make notification of a claim determination as soon as possible but not later than 30 calendar days after the 
post-service claim is made. Aetna may determine that due to matters beyond its control an extension of this 30 
calendar day claim determination period is required. Such an extension, of not longer than 15 add.\tional calendar days, 
will be allowed if Aetna notifies you within the first 30 calendar day period. If this extension is needed because Aetna 
needs additional information to make a claim determination, the notice of the extension shall specifically describe the 
required information. The. patient will have 45 calenda~ days, from the date of the notice, to provide Aetna with the 
required information. 

Concurrent Care Claim Extension 
Following a request for a concurrent care claim extension, Aetna will make notitlcation of a claim determination 
for emergency or urgent care as soon as possible but not later than 24 hours, with respect to emergency or urgent 
care provided the request is received at least 24 hours prior to the expiration of the approved course of treatment, 
and 15 calendar days with respect to all other care, following a request for a concurrent care claim extension. 

Concurrent Care Claim Reduction or Termination 
Aetna will make notification of a claim determination to reduce or terminate a previously approved course of 
treatment with enough time for you to file an appeal. 

Complaints 
If you are dissatistled with the service you receive from the Plan or want to complain about a provider you must write 
Aetna Customer Senrice within 30 calendar days of the incident. You must include a detailed description of the matter 
and include copies of any records or documents that you think are relevant to the matter. Aetna will review the 
information and provide you with a written response within 30 calendar days of the receipt of the complaint; unless 
additional information is needed and it cannot be obtained within this period. The notice of the decision will tell you 
what you need to do to seek an additional review. 

Appeals of Adverse Benefit Determinations 
You may submit an appeal if Aetna gives notice of an adverse benefit determination. This Plan provides for·two 
levels of appeal. It will also provide an option to request an external review of the adverse benefit determination in 
the event the adverse benefit determination was based on lack of medical necessity or on the experimental or 
investigational nature of the proposed service or treatment. 



You have 180 calendar days following the receipt of notice of an adverse benefit determination to request your 
level one appeal. Your appeal may be submitted in writing and should include: 

• 
• 
• 
• 
• 

Your name; 
Your employer's name; 
A copy of Aetna's notice of an adverse benefit determination; 
Your reasons for making the appeal; and 
Any other information you would like to have considered. 

Send in your appeal to Customer Service at theaddres-s shown on your ID Card, or call in your appeal to Customer 
Service using the toll-free telephone number shown on your ID Card. 

You may also choose to have another person (an authorized representative) make the appeal on your behalf by 
providing written consent to Aetna. 

Level One Appeal 
A level one appeal of an adverse benefit determination shall be provided by Aetna personnel not involved in 
making the adverse benefit determination. 

Urgent care claims (lvIay Include concurrent care claim reduction or termination) 
Aetna shall issue a decision within 36 hours of receipt of the request for an appeal. 

Pre-Service claims (May Include concurrent care claim reduction or termination) 
Aetna shall issue a decision within 15 calendar days of receipt of the request for an appeal. 

Post-Service Claims 
Aetna shall issue a ~ecision within 30 calendar days of receipt of the request for an appeal. 

Level Two Appeal 
If Aetna upholds an adverse benefit determination at the first level of appeal, and the reason for the adverse 
determination was based on medical necessity or experimental or investigational reasons, you or your authorized 
representative have the right to file a level two appeal. The appeal must be submitted within 60 calendar days 
following the receipt of notice of a level one appeal. 

A level t\vo appeal ofan adverse benefit determination of an urgent care claim, a Pre-Service Claim, or a Post
Service Claim shall be provided by Aetna personnel not involved in making an adverse benefit determination . 

. Urgent Care Claims (lvlay Include concurrent care claim reduction or termination) 
Aetna shall issue a decision within 36 hours of receipt of the request for a level t\vo appeal. 

Pre-Service Claims (lvlay Include concurrent care claim reduction or termination) 
Aetna shall issue a decision within 15 calendar days of receipt of the request for level t\vo appeal. 

Post-Service Claims 
Aetna shall issue a decision within 30 calendar days of receipt of the request for a level t\vo appeal. 

Exhaustion of Process 
You must exhaust the applicable Level one and Level two processes of the Appeal Procedure before you: 

• 
• 
• 

contact the California Department of Insurance to request an investigation of a complaint or appeal; or 
file a complaint or appeal with the California Department of Insurance; or 
establish any: . 

litigation; 
arbitration; or 
administrative proceeding; 



regarding an alleged breach of the policy terms by Aetna Life Insurance Company; or any matter within the scope of 
the Appeals Procedure. 

Independent Medical/External Review· 
Once the Aetna internal coverage decision review process is exhausted, you may elect Independent Medical review in 
California (External Review outside of California) if the coverage denial is based on lack of medical necessity or on 
the experimental or investigational nature of the proposed service or treatment. A request for an Independent 
j\fedical/External Review must be submitted within 6 months from the date you receive your final determination 
letter. 

An independent medical/external review organization will refer the case to review by a neutral, independent 
Physician with appropriate expertise in the area in question. After all necessary information is submitted, 
independent medical/ external review generally will be decided within 30 days of the request. Expedited reviews are 
available when your Physician certifies that a delay in service would jeopardize your health. Once the review is 
complete, the Plan will abide by the decision of the independent medical/ external reviewer. 

Certain states mandate external review of additional benefit or service issues or require a filing fee. In addition, certain 
states mandate the use of their own external review providers for medical necessity and experimental/investigational 
coverage decisions. For further details regarding your Plan's grievance and external review process, call the Customer 
Service toll-free number on your ID card, or visit Aetna's website at www.aetna.com where you may obtain an 
external review request form. You may also call your State Insurance or Health Department for additional information 
regarding state mandated external review procedures. 

R<;mald A. Williams 
Chairman, Chief Executive Officer and President 

Aetna Life Insurance Company 
(A Stock Company) 



Aetna Life Insurance Company 
Hartford, Connecticut 06156 

Amendment (GR-9N-/lppeolsOI-01 01 fA) 

Policyholder: 
Group Policy No.: 
Rider: 
Issue Date: 
Effective Date: 

Cepheid, Inc. 
883835 
Louisiana Complaint and Appeals Health Rider 
November 16,2010 
July 1, 2010 

Complaint and Appeals - Health Coverage 
The group policy specified above has been amended. The following summarizes the changes in the group policy, and 
the Certificate of Insurance describing the policy terms is amended accordingly. This amendment is effective on the 
date shown above. 

Appeals Procedure 
Definitions 
Adverse Benefit Determination: A denial; reduction; termination of; or failure to provide or make payment (in 
whole or in part) for a service, supply or benefit. 

Such adverse benefit determination .may be based on: 

• 
• 
• 
• 

Your eligibility for coverage; 
The results of any Utilization Review activities; 
A determination that the service or supply is experimental or investigational; or 
A determination that the service or supply is not medically necessary. 

Appeal: A written request to Aetna to reconsider an adverse benefit determination. 

Business Day: Monday through Friday (excluding holidays and days upon which Aetna is unable to conduct business 
in a normal manner due to an emergency situation declared by state or local government authorities). 

Complaint: Any written expression of dissatisfaction about quality of care or the operation of the Plan. 

Concurrent Care Claim Extension: A request to extend a previously approved course of treatment. 

Concurrent Care Claim Reduction or Termination: A decision to reduce or terminate a previously approved 
course of treatment. 

Pre-Service Claim: Any claim for medical care or treatment that requires approval before the medical care or 
treatment is received. 

Post-Service Claim: Any claim that is not a "Pre-Service Claim." 

Urgent Care Claim: Any claim for medical care or treatment in which a delay in treatment could: 

• jeopardize your life; 
• jeopardize your ability to regain maximum function; 



• 

• 

cause you to suffer severe pain that cannot be adequately managed without the re(luested medical care or 
treatment; or 
in the case of a pregnant woman, cause serious jeopardy to the health of the fetus . 

Claim Determinations (GR-9N-AppeaisOI-020f l.A) 

Urgent Care Claims 
Aetna will make notification of an urgent care claim determination as soon as possible but not more than 72 hours 
after the claim is made. 

If more information is needed to make an urgent claim determination,Aetna will notify the claimant within 24 hours 
of receipt of the claim. The claimant has 48 hours after receiving such notice to provide Aetna with the additional 
information. Aetna will notify the claimant within 48 hours of the earlier of the receipt of the additional information 
or the end of the 48 hour period given the physician to provide Aetna with the information. 

If the claimant fails to follow plan procedures for filing a claim, Aetna will notify the claimant within 24 hours 
following the failure to comply. 

Pre-Service Claims 
Aetna will make a claim determination as soon as possible, but not later than 2 business days after a pre-service 
claim request, provided that Aetna has received.all appropriate medical information. Aetna will make notification of a 
claim determination to the provider rendering the service not later than 1 business day after the claim determination 
has been made. Aetna will provide written confirmation of such notification within 2 business days of making the 
claim determination. 

If an extension is required because Aetna needs additional information to make a claim determination, the covered 
person will receive a notice of the extension. The notice shall specifically describe the required information. In no 
event will the extension period exceed 30 business days from the date of the pre-service claim request unless· you 
or the provider has agreed to the extension period. 

Post-Service Claims 
Aetna will make a claim determination as soon as possible, but not later than 30 business days after ~ post-service 
claim request, provided that Aetna has received all appropriate medical information. Aetna \vill make notification of a 
claim determination to the provider rendering the service not later than 5 business days after the claim determination 
is made. 

If an extension is required because Aetna needs additional information to make a claim determination; the covered 
person will receive a notice of the extension. The notice shall specifically describe the required information. In no 
event will the extension period exceed 180 calendar days from the date of the post-service claim request. 

Aetna will not retroactively reduce or terminate a previously approved service or supply unless: 

• 
• 

coverage was terminated due to fraud or non-payment of premiums; or 
the approval was based upon a material omission or misrepresentation of the person's health condition by the 
provider. 

Concurrent Care Claim Extension 
i\etna will make a claim determination as soon as possible, but not later than 1 business day after a concurrent care 
claim extension request, provided that Aetna has received all appropriate medical information. 

In the case of a concurrent care claim extension request approval, Aetna will provide notification of a claim 
determination to the provider rendering the service not later than 1 business day after the claim determination has 
been made. Aetna will make written confirm;jtion of such notification withiri 2 business days after the claim 
determination. 



In the case of an adverse benefit determination, Aetna will provide notitlcation to the provider rendering the 
service not later than 1 business day after the claim determination has been made. Aetna will make written 
contlrmation of such notification within 1 business day of providing notification. The service or supply will be 
continued without liability to the provider or the person (subject to the terms of the Policy) until the provider receives 
notice of Aetna's decision. 

Concurrent Care Claim Reduction or Termination 
£\etna will make notification of a claim determination to reduce or terminate a previously approved course of 
treatment with enough time for you to file an appeal. 

Complaints (GR-9N-Appeals 01-05 01) 

If you are dissatisfied with the service you receive from the Plan or want to complain about a provider you must write 
Aetna Customer Service within 30 calendar days of the incident. You must include a detailed description of the matter 
and include copies of any records or documents that you think are relevant to the matter. Aetna will review the 
information and provide you with a written response within 30 calendar days of the receipt of the complaint, unless 
additional information is needed and it cannot be obtained within this period. The notice of the decision will tell you 
what you need to dO" to seek an additional review. 

Appeals of Adverse Benefit Determinations (GR-9N-AppealJ" 01-06 Of LA) 

Informal Process 
As to an adverse benefit determination involving a bTfOUP health claim, the provider rendering the service that was 
denied may request, on your behalf and within 10 calendar days following the date of the notice of the adverse 
benefit determination, an informal reconsideration of the claim determination. The informal reconsideration will be 
completed within 1 business day of Aetna receiving the request from the provider and will be conducted between 
the provider and the Aetna Medical Director involved in making the adverse benefit determination. If the Medical 
Director is not available then the Medical Director may designate a clinical peer in his or her place. 

In the event thauhe informal reconsideration does not resolve the differences of opinion to your satisfaction, then 
the adverse benefit determination may be appealed as described below in the Formal Process. 

Formal Process 
You may submit an appeal if Aetna gives notice of an adverse benefit determination. This Plan provides for two 
levels of appeal. It will also provide an option to request an external review of the adverse benefit determination. 

You have 180 calendar days following the receipt of notice of an adverse benefit determination to request your 
level one appeal. Your appeal may be submitted in writing and should include: 

• 
• 
• 
• 
• 

Your name; 
Your employer's name; 
i\ copy of Aetna's notice of an adverse benefit determination; 
Your reasons for making the appeal; and 
Any other information you would like to have considered. 

Send in your appeal to Customer Service at the address shown on your ID Card, or call in your appeal to Customer 
Service using the toll-free telephone number shown on your ID Carel. 

You may also choose to have another person (an authorized representative) make the appeal on your behalf by 
providing written consent to Aetna. 

Level One Appeal (GR-9i\f-A/'JIMIIOf-07 OII.A) 

A level one appeal of an adverse benefit determination shall be provided by Aetna personnel not involved in 
making the adverse benefit determination. 

Urgent care claims (May Include concurrent care claim reduction or termination) 
Aetna shall issue a decision within 36 hours of receipt of the request for an appeal. 



Pre-Service claims (May Include concurrent care claim reduction or termination) 
,\etna shall issue a decision within 15 business days of receipt of the request for an appeal. 

Post-Service Claims 
Aetna shall issue a decision within 30 business days of receipt of the request fot an appeal. 

A duly licensed physician must co~cur with an adverse benefit determination that is upheld. The contents of the 
written decision will comply with any applicable state law. 

Level Two Appeal 
If Aetna upholds an adverse benefit determination at the first level of appeal, and the reason for the adverse 
determination was based on medical necessity or experimental or investigational reasons, you or your authorized 
representative have the right to file a level two appeal. The appeal must be submitted within 60 calendar days 
following the receipt of notice of a level one appeal. 

A level two appeal of an adverse benefit determination of an urgent care claim shall be provided by Aetna 
personnel not involv~d in making an adverse benefit determination. A level two appeal of an adverse benefit 
determination of a pre-service claim or a post-service claim will be reviewed by the Aetna Appeals Committee. 

The Level Two Appeal review will occur within 45 days of Aetna receiving a request for a Level Two Appeal. You 
have the right to attend the LevelTwo Appeal review and will be notified of your rights at least 15 business days in 
advance of the date of the review. The contents of the notice will comply with any applicable state law. If you cannot 
attend the review, you may participate by conference call or other available technology. you may also request that 
Aetna consider postponement and re-scheduling of the hearing. 

If requested, Aetna will provide you with all relevant information regarding your appeal that is not confidential or 
privileged. 

Urgent Care Claims (May Include concurrent care claim reduction or termination) 
Aetna shall issue a decision within 36 hours of receipt of the conclusion of the Level Two appeal review. 

Pre-Service Claims (May Include concurrent care claim reduction or termination) 
Aetna shall issue a decision within 5 business days of the date of the Level Two appeal review. 

Post-Service Claims 
Aetna shall issue a decision \1Tithin 5 business days of the date of the Level Two appeal review. 

A duly licensed and appropriate clinical peer must concur with any adverse benefit determination that is upheld. 
The contents of the written decision will comply with any applicable state law including information on your right to 
request an External Review. 

Exhaustion of Process (GR-9N-Appeals 01-10 01 L.A) . 

;\etna encourages you to exhaust the applicable Level one and Level two processes of the Appeal Procedure before 
you: 

• contact the Louisiana Department of Insurance to request an investigation of a complaint or appeal; or 
file a complaint or appeal with the Louisiana Department of Insurance; or 
establish any: 

litigation; 
arbitration; or 

administrative proceeding; 

regarding an alleged breach of the policy terms by Aetna Life Insurance Company; or any matter within the scope of 
the Appeals Procedure. 



External Review (GR-9J\1-Appea/s 01-11 01 l...-'I) 

Aetna may deny a daim because it determines that the care is not appropriate <X a service or treatment is 
experimental or investigational in nature. In either of these situations, you may request an external review if you or 
your provider disagrees with Aetna's decision. An'external review is a review by an independent physician, selected 
by an External Review Organization, who has expertise in the problem or question involved. 

To request an external review, the following requirements must be met: 

• 
• 

• 
• 

You have received notice of the denial of a claim by Aetna; and 
Your claim was denied because Aetna determined that the care was not necessary or was experimental or 
investigational; and 
The cost of the service or treatment in question for which you are responsible exceeds $500; and 
You have exhausted the applicable internal appeal processes. . 

You do not have to exhaust the internal appeals procedure to request an external review if: 

• 
• 

Aetna af,lTees to waive the internal appeals procedure for the Level One, Level Two Appeal or both; or 
your treating physician has certified in writing that you have an emergency condition. 

The claim denial letter you receive from Aetna will describe the process to follow if you wish to pursue an external 
review, including a copy of the Request for External Review Form. 

You must submit the Request for External Review Form to Aetna within 60 calendar days of the date you received 
the final claim denial letter. You also must include a copy of the final claim denial letter and all other pertinent 
information that supports your request. 

Aetna will contact the External Review Organization that will conduct the review of your claim. The External Review 
Organization will select a physician reviewer with appropriate expertise to perform the review. In making a decision, 
the external reviewer may consider any appropriate credible information that you send along with the Request for 
External Review Form, and will follow Aetna's contractual documents and plan criteria governing the benefits. You 
will be notified of the decision of the External Review Organization usually within 30 calendar days of Aetna's receipt 
of your request form and all necessary information. A quicker review is possible if your physician certifies (by 
telephone or on a separate Request for External Review Form) that a delay in receiving the requested service or 
supply would endanger your health. Expedited reviews are decided within 3 to 5 calendar days after Aetna receives the 
request. ' 

Aetna will abide by the decision of the External Review Organization, except where Aetna can show contlict of 
interest, bias or fraud. 

You are responsible for the cost of compiling and sending the information that you wish to be reviewed by the 
External Review Organization to Aetna. Aetna is responsible for the cost of sending this information to the External 
Review Organization and for the cost of the external review . 

. For more information about Aetna's External Review program, call the toll-f~ee Customer Services telephone number 
shown on your ID card. 

Ronald t\. Williams 
Chairman, Chief Executive Officer and President 

Aetna Life Insurance Company 
(i\ Stock Company) 



Aetna Life Insurance Company 
Hartford, Connecticut 06156 

Amendment (AppeaMiI) 

Policyholder: . 
Group Policy No.: 

Cepheid, Inc. 
GP-883835 

Rider: Texas Complaint and Appeals Health Rider 
November 16, 2010 Issue Date: 

Effective Date: . July 1, 2010 

Complaint and Appeals - Health Coverage 
The group policy specified above has been amended. The following summarizes the changes in the group policy, and 
the Certificate of Insurance describing the policy terms is amended accordingly. This amendment is effective on the 
date shown above. 

Complaint and Appeals Procedure 
Definitions 
Adverse Benefit Determination: A denial; reduction; termination of; or failure to provide or make payment (in 
whole or in part) for a service, or supply or benefit. 

Such adverse benefit determination may be based on, among other things: 

• .. 
• 
• 

Your eligibility for coverage; 
The results of any Utilization Review activities; 
A determination that the service or supply is experimental or investigational; or 
. A determination that the service or supply is not medically necessary. 

Appeal: A written request to· Aetna to reconsider an adverse benefit determination. 

Complaint: Any written expression of dissatisfaction about quality of care or the operation of the Plan. 

Concurrent Care Claim Extension: A request to extend a previously approved course of treatment. 

Concurrent Care Claim Reduction or Termination: A decision to reduce or terminate a previously approved 
course of treatment. 

Pre-Service Claim: Anyclaim for medical care or treatment that requires approval before the medical care or 
treatment is received. . 

Post-Servic.e Claim: Any claim that is not a "Pre-Service Claim." 

Urgent Care Claiin: Any claim for medical care or treatment in which a delay in treatment could: 

• 
• 
• 

• 

jeopardize your life; 
jeopardize your ability to regain maximum function; 
cause you to suffer severe pain that cannot be adequately managed without the requested medical care or 
treatment; or 
in the case of a pregnant woman, cause serious jeopardy to the health of the fetus. 



Complaints 
If you are dissatisfied with the service you receive from the Plan or want to complain about a provider you, or the 
person you authorize to do so must call or write Aetna Customer Service within 30 calendar days of the incident. You 
must include a detailed descrjption of the matter and include copies of any records or documents that you think are 
relevant to the matter. Aetna will review the information and provide you with a written response within 30 calendar 
days of the receipt of the complaint, unless additional information is needed and it cannot be obtained within this 
period. The notice of the decision will tell you what you need to do to seek an additional review. 

Adverse Benefit Determinations 
Urgent Care Claims 
In the case of an adverse benefit determination for post-stabilization care following emergency treatment, Aetna 
will notify the treating physician or other health care provider within one hour of notification of the request. 

For other urgent care claims, Aetna will make notification by telephone or electronic transmission of art adverse 
benefit determination as soon as possible but not more than one working' day after the claim is made. Written 
notification will be made within three working days. 

If more information is needed to make an urgent claim determination, Aetna will notify the claimant within 24 hours 
of receipt of the claim. The claimant has 48 hours after receiving such notice to provide Aetna with the additional 
information. Aetna will notify the claimant within 48 hours of the earlier of the receipt of the additional information 
or the end of the 48 hour period given the physician to provide Aetna with the information. 

If the Claimant fails to follow plan procedures for filing a claim, Aetna will notify the claimant within 24 hours 
following the failure to c.omply, 

. Pre-Service Claims 
Aetna will make written notification of an adverse benefit determination within the time appropriate to the 
circumstance relating to delivery of the services but not more than three working days after the claim is made. 

Concurrent Care Claim Extensions, Reductions or Terminations 
If a covered person is hospitalized at the time of a request for a Concurrent Care Claim Extension, Aetna will make 
notification by telephone or electronic transmission of an adverse benefit determination of a concurrent care claim 
extension as soon as possible but not more than one working day after the claim is made. Written notification will be 
made within three working days. 

Post-Service Claims 
Aetna will make notification of an adverse benefit determination as soon as possible but not later than 30 calendar 
days after the post-service claim is made. Aetna may determine that due to matters beyond its control an extension of 
this 30 calendar day claim determination period is required, Such an extension, of not longer than 15 additional 
calendar days, will be allowed if Aetna notifies you within the first 30 calendar day period. If this extension is needed 
because Aetna needs additional information to make a claim determination', the notice of the extension shall 
specifically describe the required information. The patient will have 45 calendar days, from the date of the notice, to 
provide Aetna with the required information. 

Appeals of Adverse Benefit Determinations 
You may submit an appeal if Aetna gives notice of an adverse benefit determination. You also have an option to 
request an external review of the adverse benefit determination. If you choose, another person (an authorized 
representative) may make the appeal on your behalf by providing written consent to Aetna. 

Your appeal may be submitted in writing and should include: 

Ii Your name; 
• Your employer's name; 
• A copy of Aetna's notice of an adverse benefit determination; 



• Your reasons for making the appeal; and 
• A.ny other information you would like to have considered . 

Send in your appeal to Customer Service at the address shown on your ID Card, or call in your appeal to Customer 
Service using the toll-free telephone number shown on your ID Card. 

Aetna will acknowledge receipt, in writing, of your appeal within 5 working days of receiving it. 

Group Health Claims 
The review of an appeal of an adverse benefit determination shall be provided by Aetna physician not involved in 
making the adverse benefit determination. 

Standard Appeals 
(Applies for both Pre-Service and Post-Service Claims) 
Pre-Service claims (Nfay Include concurrent care claim reduction or termination) 
I\etna shall issue a decision within 30 calendar days of receipt of the request for an appeal. 

If an adverse benefit determination concerning specialty care is upheld upon Appeal, the health care provider has 
10 working days in which to request, in writing, a specialty review. The adverse benefit determination will be 
reviewed by a provider in the same or similar specialty as that which is the subject of the adverse benefit 
determination and the review will be complete within 15 days of its receipt of the request. 

Post-Service Claims 
Aetna shall issue a decision within 30 calendar days of receipt of the request for an appeal. 

Expedited Appeals 
(Applies for Urgent Care Claims May Include appeals regarding concurrent care claim reductions or 
terminations of hospital stays) 
;\etna shall issue a decision on the appeal of an adverse benefit determination for an ~rgent Care Claim within a 
timeframe consistent with the urgency of the condition, procedure or treatment, but in no event in a timeframe 
exceeding the earlier of 1 working day from the date all information necessary to complete the appeal has been 
received by Aetna. If Aetna has provided notice of the decision orally, written notice of the decision will be provided 
within three calendar days of the oral notification. 

If yours is a life-threatening Urgent Care Claim, you may immediately appeal Aetna's adverse benefit 
determination to an independent review organization. You are not required to first comply with Aetna's appeals 
process. Please see the section entitled "External Independent Review", below. 

External Independent Review 
If Aetna has denied a claim for benefits, you may request an external review of your claim if you or your provider 
disagrees with Aetna's decision. An external review is a review by an independent physician, selected by an 
independent External Review Organization, who has expertise in the problem or question involved. You may request 
a review by an independent external review organization assigned to the appeal by the Texas Department of Insurance 
for any appeal related to a pre-service adverse benefit determination involving a determination that the service, 
supply, or non-formulary drug is not medically necessary. 

If your adverse benefit determination is for an Urgent Care Claim involving a life· threatening condition, you have 
the right to have your claim immediately reviewed by an independent External Review Organization. You are not 
required to exhaust Aetna's internal appeals processes. 



ror other than life threatening situations, to request an external review, the following requirements must be met: 

• 
• 

• 
• 

You have received notice of the denial of a claim by Aema; and 
Your claim was denied because Aetna determined that the care was not necessary or was experimental or 
investigational; and 
The cost of the service or treatment in question for which you are responsible exceeds $500; and 
You have exhausted the applicable internal appeal processes. 

The claim denial letter you receive from Aetna will describe the process to follow if you wish to pursue an external 
review, including a copy of the Request for External Review Form. 

You must submit the Request for External Review Form to Aetna within 60 calendar days of the date you received 
. the final claim denial letter. You also must include a copy of the final claim denial letter and all other pertinent 
information that supports your request. 

Aetna will contact the Independent Review Organization that will conduct the review of your claim. The Independent 
Review Organization will select a physician reviewer with appropriate expertise to perform the review. In making a 
decision, the external reviewer may consider any appropriate credible information that you send along with the 
Request for External Review Form, and will follow Aetna's contractual documents and plan criteria governing the 
benefits. You will be notified of the decision of the Independent Review Organization usually within 30 calendar days 
of Aetna's receipt of your request form'and all necessary information. A quicker review is possible if your physician 
certifies (by telephone or on a separate Requestfor External Review Form) that a delay in receiving the requested 
service or supply would endanger your health. Expedited reviews are decided within 3 to 5 calendar days after Aetna 
receives the request. 

Aetna will abide by the decision of the independent reviewer, except where Aetna can show contllct of interest, bias 
or fraud. 

You are responsible for the cost of compiling and sending the information that you wish to be reviewed by the· 
Independent Review Organization to Aetna. Aetna is responsible for the cost of sending this information to the 
Independent Review Organization and for the cost of the external review. 

For more information about Aetna's External Review program, call the toll-free Customer Services telephone number 
shown on your ID card. 

Exhaustion of Process 
Unless otherwise noted above, you must exhaust the applicable processes of the Appeal Procedure before taking 
further action. 

You may not: 

• 
• 
• 

contact the Texas Departmerit of Insurance to request an investigation of a complaint or appeal; or 
tile a complaint or appeal with the Texas Department of Insurance; or 
establish any: 

litigation; 
arbitration; or 
administrative proceeding; 



regarding an alleged breach of the policy terms by j\etna Life Insurance Company; or any matter within the scope of 
the Appeals Procedure. 

1) before the 61st day after the date written proof of loss is tiled as required under the policy; or 
2) after the third anniversary of the date on which written proof of loss is required under the policy to be filed. 

Ronald A. Williams 
Chairman, Chief Executive Officer and President 

Aetna Life Insurance Company 
(1\ Stock Company) 
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SURG£RY CEN'I'ER PROFORMA 
Forth!! National Ave, surgery Cgntcr 

Monthly Projection~ /ta~es and Rev. 

Specialty Volumetcases 

ORS 40 

GJ 40 
PllinMan 40 
URO 20 

140 

Operating Expense. 

Rent 
Utilities 
Supplies 
employees 
RN's 
Tech 

$20,000.00 

$1,500.00 
$15,000.00 

$40,000.00 

$30,000.00 
$20,000.00 
$3,000.00 
$7,000.00 

$7,000.00 

RC!lmbt~ucmenu 

ss.ooo.oo 
52,500.00 
$11,500.00 
S20,000.00 
$34,000.00 

1S2Sl National Ave, Ste 
Los Gatos, CA 95032 

TQtal Reimbursements 

$3?.0,000.00 
$100,000.00 
$140,000.00 
$400,000.00 
$9GO,ClCO.OO 

Profit and Loss 
Gross Profit 
op. Expense 
Payroll 

l'rotit for Olstrlbmlon 

Distribution per Sb;)re 1% 

No Management Fee 

207 

case co~ Average 

2500 

220 
120 

l100 
39110 

$824,400.00 
$35,500.00 

$117,000.00 

%70,900.00 

$(;,709.110 

COst per Share Is 10,000 (Equal tol percP.nt) 

Total cost 

$100,000.00 
$8,800.00 
$4,800.00 
$22,000.00 
$135,600.00 

Aides 
Front 
Admin 

Billing 
Mise $10,000.00 1 Percent Cost 10,000.00 Dollars Annu~l Projected Return 

$153,500.00 

Rilte of Ret\Jm estimate 805.08% 

Collections and ~eturn5 ~re b3sed on O..rr~;>nt Data Taken from 4 existing Surgery Cent~rs 
This is a projection that is highly speculative and <:hana:e based on INS companies and Paver mix. 

Also numbers can change based on unforeseen tn;:~rket chunges that m~v not be able to be cal~\llated. 

Gross Profit 

$220,000.00 
$91.~00.00 
$13S,200.00 
$378,000.00 
$3~4,400.00 

$80,508.00 
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a 
Procedures by Volume 

Procedure Comparison between Non Par Bay Area Surgical Group, Inc. Vs. Par Northern California Market 
Claims Data: Dates of service 10/2008 ·9/2011, paid through 9/2011 
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a 
Procedures by Volume 

Procedure Comparison between Non Par Healthsouth Forest Surgery CenterVs. Par Northern California Market 
Claims Dala: Dates of service 1012008 - 812011, paid through 8/2011 
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Procedure Comparison between Non Par Healthsouth Forest Surgery Center Vs. Par Northern California Market 
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Procedure Comparison between Non Par Healthsouth Forest Surgery Center Vs. Par Northern California Market 
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PROC 

a 
Procedures by Volume 

Procedure Comparison between Non Par Soar Surgery Center LLC. Vs. Par Northern California Market 
Claims Data: Dates of service 1012008·9/2011. paid through 9/2011 
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, .. a 
Procedures by Volume 

Procedure Comparison between Non Par National Ambulatory Surgery Center Vs. Par Northern California Market 
Claims Data: Dates of service 1 0/2008 • 9/2011. paid through 9/2011 

Pags 1 



PROC 

2~~~ 
52353 
27829 

24341 
-29807 

44180 
"T4359" 

7848 
49203 
19821 
7823 
~5609 
18289 
;4640 
7360 

13700 
7695 

[9652 
29891 
24342 
2~9_9_ 
27405 

27427 
29882 
19125 
~ 
2~ 
281 

5~ 
?51 

i5060 
21930 
59812 
28445 
14040 
26055 

'"'26776 
76937 
526C 
~ 

4623 

2' 
4• 

46080 

5~22 
-46030 
20924 
4_5100 
55 

~f_r_~g\E:~~-

I Repair Elbow Deb/A Itch Open 
!)isloca_tion 

I Repair Of AnklE; Fracture 
)pen Treatment Of Distal 
~epair Hallux Rigidus 

Of Testis 
'artial Removal Leg Bone(s) 
'ixation Of Shoulder 
~epair Of Ankle Ligament 

Lap VenVAbd Hernia Repair 
~nkle Arthroscopy/ Surgery 
~epair Of Ruotured Tendon 
JnlistElctf'roc_ 
~epair Of Knee Ligament 

Vleniscus Repair 
LEx_clsion of Breast Lesion ld 

Exc Hip Pelvis Le_s_.S_<2~rn-
Exc-Footlfoe Tum Sc < 1.5 C-m 

{;_QI'lizatiQn_Of Cervix 
Remove Wrist Tendon Lesion 
Drainage Of Hematoma 
'\_epalr o/Hyorocele 

I Exc Back Les Sc < 3 Cm 
> P,bortion 

I Repair OfAnkle Fracture 
Skin Tissue 
Incise Finger tendon Sheath 
Pin Finger 
l.J~ Guld Vase Acss Site Perm 
Transureth Resect Of F'rostat 

Rem_Q\Ial Of Anal fags 
!Missed Abortion 

I incision Of Anal Sphincter 
Drainage Of Skin Abscess 
t:;o[l~~iQ_n_Qf CerVix 
~emoval Of Rectal Marker 
~emoval Of Tendon For Graft 
~·ofR:<lctum 
~emoval Of Sperm Cord Lesion 

a 
Procedures by Volume 

Procedure Comparison between Non Par National Ambulatory Surgery Center Vs. Par Northern California Market 
Claims Data: Dates of service 10/2008 - 9/2011, paid through 9/2011 

!National 

_1_ 

_1_ 
1 

1 
j_ 

1 

1 
1 
1 

1 

1 

_:1_ 

_1_ 
1 

_1_ 

_i 
_:1_ 

1 

28,966_ 
33,792 
28,500 
28,300 

- '.53·-
,001 

;,001 
1,74: 
3,53 
!,29 
M1 
,00 

19;65 
'&(: 
,6C 
,53 

~4 

17,00 
16. 

15, 
12 

___1M 
15,596 
15,304 
15,200 
1 ~ 

1i 

),4 
10,2oo 

1()0_ 
_1L500 

24,621 
23 

22 
22,6 
2: 
2 

2i 
B.9 

18,829 
'.832 

16.46~ 

15,50' 
15,381 
15,28: 
15,000 
14,778 
14,740 
13,776 
13,601 
13,141 
1_2,921 
12, 

12. 
12,6• 
12, 
12,: 

1§ 
,00 

.405 
,049 

10,800 
10,500 
10,500 

965 
52o 

,55< 
,24( 
,22: 
,92( 
161 

~tm 
23,328 

'11_ 
18,829 

'.832 
16.46~ 
16,00( 

,00( 
Z21 

;,68( 
;,68( 

_1_!;,629 

!2! 
;,31 
;gl 

15,01 
1~ 

_1 

12,640 
12, 

.,2,243 

()Q_ 
05 
49 

,34 
;16 

8,080 

lf~':;Jti·;un~/:''·;:::::;; ~~:,' .. U_t~~~~Ji-~r.~i. 

1' 

35 
55 
28 
3 

42 
~ 

5 
32 
__g:l_ 

~ 
1: 

4' 
"]i 

_§ 
134 

335 
]" 
15 

33 
__§__ 
62 
6 

__1_ 
2 

_R 

13 
464 

73 
1: 

'1.'2: 

29: 
3' 

134.5· 
29,277 

141,112 

2' 

_19,094 I$ 

3 

6 

1L 

67,287 

~ 
455 
421 

!H9. 
100 

468 
218 

3,44 
227,75 

---r:2Z 
4.40 

317,32 
3,80 

83,17 
-2.45 

1,52 
71 

113 
118 
68 

3,21• 
,18: 
i,221 
i,785 
~.7~ 
733 

15,579 
2: 
2: 

,641 

5.o: 
2,3l 
1,21 
5,58~ 

5,31~ 

',240 
410 
523 
568 

233,362 
2,866_ 

334 
8,203 

69,505 
1( 

86( 
""1: 

2• 
:::§j 

1( 

12< 

4, 
6§_,< 

,,J~~~~J~eJ~E 
1,722 1430% $1,722 

16 
1i2 
467 
i3oT1i 
104 
;99 

- 2,459 ,--712' 
3,190 I 590· 

;o8 351 
78 I 211• 

3,241 I 494' 
2,1591 741 
2,433 646' 
1,601 I 979% 

)~4_1 ___ 1488% 
~I 1446% 
3,437 451' 

72_6 892' 
)361 503' 
l86 I 719' 
319 1805% 

2,597 568~ 

155 I 639' 
568 728' 
1Q _569' 

~ 
57~ 

390 I 7: 
;941 41 
340 

,7' 

1, 
2. 

2, 
2, 
1, 

1. 
2, 

1, 
2, 
2,075 I 21 

F'age2 

2.4' 

459 
190 
i08 

$778 
1,241 
,159 

2.433 
1,601 
,054 
~ 

$3,437 
··:-:·726' 
$3,036 
$2,086 

$8' 
$r597 

155 
368 
310. 

i09 
644 
925 
644 
590 
594 
340 

$2~ 

$1,367 
$2.24: 

$94: 
2,561 

$2. 
~
$1,~ 

$1,810 
$2,351 
$2,075 



a 
Procedures by Volume 

Procedure Comparison between Non Par National Ambulatory Surgery Center Vs. Par Northern California Market 
Claims Data: Dates of service 10/2008 - 912011, paid through 9/2011 
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a 
Procedures by Volume 

Procedure Comparison between Non Par Los Altos Surgery Center Vs. Par Northern California Market 
Claims Data: Dales of service 10/2008·9/2011, paid through 9/2011 
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EXHIBIT "H" 



a 
Top 25 Procedures by Allowed Dollars' 

Procedure Comparison between Non Par Pacific Heights Surgery Center of San Francisco Vs. Par Northern California Market 
Claims Data: Dates of service 1012008·1212011, paJd through 12/2011 

• Primary Producure information is pulled from the Medical Case Table. 



EXHIBIT "I" 



--45378 Dia nostic 
29881 Arthros 

45385 
[8699 
29826 
2987 

64483 
17003 
29888 
fg82: 
2982• 
7600( 
.. 46_41 
644 
298 
496 

585 
206 
453 
4538 

T98' 
!828: 

_28291 

. 69990 
522 
D3C 

926 
59C 
299 
79 

64721 
,806 
,874 

_§8558 
3984 
12C 

29862-
19585 
!3515 
27650 

. 2989€ 
l0520 
16606 
54161 

"58662 
59820 

/Prosthetic Implant 
rShoulder 

:nee 
T"F"OramenEpiCiuraTLiS 

~nee 

/Shoulder 
/Shoulder 

' For Spine Inject 
Lig Rep_ 
~ 

I Surgical Su!JpJy_ 
In' Foramen Epidural Add-On 
Shoulder 
Laparo Hern@_~!)a_iOnitlal 

I Removal Of Implant- Deep 
Diagnostic 
Colonoscopy 
~nee 
Revision Of 
Correction 6f6Ur1lon 
Shoulder. 
~rthros 

1 Add-On 
Conization Of Cervix 
Low Back Disk Surgery 

JoinVBursa 3 
I Removal Of Tissue For Graft 

l Of Kidney Stone 
Correction Of Bunion 
<nee 

I Re\lfseMedian Nerve At Wrist 
lhoulder 
~emoval Of Loose Bod)!_ 

~emove Cataract 
:xcision Of Cyst 

[1-!iiJ. Arthroscopy/ Suriierv 
I Rpr Umbil Hern 
I Repair Clavicle Fracture 
Re airAchilles Tendon Ankle . ... . ·------ --

Or Submuc Resect 
/Anoscopy AiidBiiiiiSY 
Circumcision 

I Missed Abortion 

a 
Procedures by Volume 

Procedure Comparison between Non Par Bay Area Surgical Management LLC Vs. Par Northern California Market 
Claims Data: Dates of service 10/2008 - 9/2011, paid through 9/2011 

NON PAR STATS 
(Bay Area. surgicai Management L.L:c. Only) 

·-~·}?~:'!k~~i~iiJ~IfliBI*fl.l~ i~l!~ll. . ~ifl.~fii~;:;.!~~J~~~~%f~1i~~t:!~ 
123 626,427 $ 517,886 $ 4,210 3M% .... "'" 

_1_l2_ 
89 

78 
66 
66 
55 
45 
42 
42 

32 
31 

31 
3o 

29 
2< 

24 
2~ 

15 
15 

12 
12 
1T 

11 

10 
9 

_!) 

2 

I 

735,046_ 
474~ 

1,917 
380 
129, 

1,617, 
1,274, 

383,210 
78,920 

1,202,31a_ 
564.8: 

!,11 
i,O: 
i:5i 

263,391 
T49.83i 

2. 

840, 
554.331 
358.487 
135,37Q_ 
170,613 
444,580 
273,845 
274,975 
368,172 
~~@.4_ 

__§_ 

163,565 
153,448 
153,000 
392.401 
228.000 
282.4< 
130,273 
164,845 
101,309 
18.7Q.3li 
95,635 

185,220 
82,324_ 

_571S.528Tf 
359.092 

1,394,710 
_3_39,889 

~.96• 

2,80 
;,47' 
[iT 
l.3i 

883,5: 
ls8 

458 
33 

_2.9 
192,12C 
514,114 
574.979 
~ 
2n 
9' 

13< 
31 

209.019 
238,866 
237,269 
340,902 

--r;644 
108,02< 

_1,436~056 
,93( 
,96< 

589,07' 
197,77( 
173~· 
93,398 

151,982 
99,352 

128,508 
112,782 

158,396 
18! 

99,007 
127,232 

~ 
16,031 
74,293 

151,203 
-69,775 

148 
035 

17,881 
150 
833 

7,582 
20,344 
6,956 
1,414 

27,612 
12,545 
14,779 

1.119 
6s8 
7,116 

21.421 
~4,999 

1: 

1,6' 
i:2' 

22,72' 
--;84 

17,33· 
119,671 

-1-1,-

9,906 
53.552 
1Q,_ 

<12 

16 

14 
12 
14 

40,634 
19,799 
27,125 
14,144 

7,461 
9,568 
1,295 
4.036 

60 

22 
1 

74 
546 
309 
239 
~ 
307 

1,120 
~ 

16< 
-322 
311 
335 
872 

_14: 
·193 

332 
175 
576 

266 
jl_? 

2-

::.5 

54· 
4 

149 m 
~ 

,359,445 
86E 
917,784 
31C 
89E 
45' 

;,299,852 
;,032,31 

235,5: 
5.733.266 
1,988,023· 
1,604.474 

. 2,998 
1,780 

639,• 
,813,029 
,532, 

22 
57 

5.41_5_ 
i85 
103 

134 
198 

229,775 
-1.918.21: 

178,103 
1,760,8 
1,16' 

1M 
52 

2.62 
5.64' 

-1, 

539 
'1':31T' 

1,532, 

8,609,666 

3,329,018 
4,085,662 
1,647,413 
1,727,016 
2,221,988 

55,285 
59,854 

1.688.260 
--ue2 

1,469 
3,223 

~43.773 
3,351 
~.557 

650,959 
-1.411.136 

637,100 
,622 

910,142 
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28119 !Removal Of Heel Spur .148 I $ 2.2441 333~ · 28122 Partial Removal Of Foot Elone ·- ----28,063 
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29891 61.968 ·--·---$5:178 
29895 $ f469 
44970 $ $5,359 
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64718 Revise Ulnar Nerve At Elbow 3 31,284 $ 26,922 $ 8,974 61 283,269 $ 69,988 $ 1,147 782% $3.442 
66761 Revision Of Iris 3 7,100 $ 4.538 $ 1,513 95 145,568 $ 80,159 $ 844 179% ._.. __ ...!?.221 
76942 Echo Guide For Biopsy 3 4,725 $ 3,780 $ 1,260 6 3,066 $ 2.453 $ 409 308% . ·--~~ 
77002 Fluoroscopic Guidance 3 4,500 $ 4,200 $ 1,400 7 7,892 $ 6,081 $ 869 161% $2,606 
14040 Skin Tissue Rearrangement 2 24,600 $ 19,249 $ 9,624 63 173,580 $ 63,568 $ 1,009 954% $2,018 
23615 Repair Humerus Fracture 2 27,895 $ 24,775 $ 12,388 1 9,148 $ 7,000 $ 7,000 177% ·--~--.. -·-.... §14,0Q.Q 
24358 Repair Elbow W/Deb 2 60,000 $ 49,000 $ 24,500 17 112,266 $ 55,845 $ 3,285 746% -··-··---.J.£2..?9. 
25071 Exc Fore a rrn Les Sc > 3 Cm 2 16,702 $ 15.032 $ 7,516 4 15,969 $ 9.440 $ 2,360 318% $4,720 
25609 Open Treatment Of Distal 2 40,000 $ 32.000 $ 16,000 35 295,041 $ 113,430 $ 3.241 494% $6.482 
25628 Repair Wrist Bone Fracture 2 20,616 $ '16.493 $ 8,246 17 122,735 $ 34,564 $ 2,033 406% ·"-·---·--··-~..:t .. Q.?.~ 
26115 Exc Hand Les Sc < 1.5 Cm 2 10,400 $ 8320 $ 4,160 29 147,80.4 $ 37,110 $ 1,280 325% $2,559 
26116 Exc Hand Tum Deep < 1.5 Cm 2 10,844 $ 10844 $ 5.422 22 84,851 $ 43,763 $ 1 989 273% $3,978 
26160 Remove Tendon Sheath Lesion 2 19,915 $ 15,791 $ 7,895 78 342,425 $ 164.483 $ 2,109 374% $4,218 
26540 Repair Hand Joint 2 45,624 $ 36,499 $ 18,250 25 167,543 $ 79.703 $ 3,188 572% $6,379, 

~OOW-OwWo~,HwoOW" 

26608 Skeletal Fixation 2 23.404 $ 21.064 $ 10,532 33 164,480 $ 79.349 $ 2,405 438% ··---~_:1,809 
27331 Exolorerrreat Knee Joint 2 49,620 $ 39,696 $ 19,848 5 26,519 $ 9,176 $ 1,835 1082% $3,670 
27380 Repair Of K~eecap Tendon 2 26,604 $ 25,274 $ 12,637 10 47,256 $ 16,938 $ 1,694 746% $3,388 
27570 Fixation Of Knee Joint 2 29,872 $ 23,898 $ 11,949 17 61,363 $ 28,502 $ 1,677 713% $3,353 
27823 Repair Of Ankle Fracture 2 55,935 $ 48,284 $ 24,142 1 2,662 $ 778 $ 778 3103% ........ ---====4~' 
28039 Exc FooVToe Tum Sc > 1.5 Cm 2 15,000 $ 12,000 $ 6.000 4 21,784 $ 15,093 $ 3,773 159% $7,546 
28045 Exc FooVToe Tum Deeo <1.5cm 2 36,288 $ 30,578 $ 15,289 13 60,159 $ 24.305 $ 1,870 818% $3,739 
28108 Removal OfToe Lesions 2 30,875 $ 25,696 $ 12,848 18 104 651 $ 46,259 $ 2,570 500% -·-···--· .. ---·---·~§.,.1.19 
28306 Incision Of Metatarsal 2 33,851 $ 30.909 $ 15.455 18 88,353 $ 32,593 $ 1 811 853°/o $3,621 
29821 Shoulder Arthroscoov/Surqerv 2 44,580 $ 35,664 $ 17,832 3 16,752 $ 1523 $ 508 3514% -·----·-·-·-···---m;s 
29855 Arthroscopic Fracture Tx 2 60.996 $ 50,245 $ 25,122 2 13,217 $ 3.444 $ 1,722 1459% $3,444 
29884 KneeArthro 2 26,224 $ 11.290 $ 5,645 22 128,628 $ 38,130 $ 1,733 326% $3.466 
29893 Scope 2 39,844 $ 36,630 $ 18,315 15 115,561 $ 59,315 $ 3,954 463% ······-·-··~~~--- ~~ 
29894 Ankle Arthroscopy/Surgery 2 40,380 $ 32.304 $ 16,152 12 67,688 $ 23.807 $ 1,984 814% $3,968 
29897 Ankle Arthroscopy/Surgery 2 28,870 $ 23.096 $ 11,548 20 115019 $ 34,447 $ 1,722 670% $3.445 
31255 Nasal Endoscopy 2 46,350 $ 37.080 $ 18,540 191 1.401,888 $ 809 242 $ 4,237 438% $8.474 
31267 Endoscopy 2 40,655 $ 33,813 $ 16,906 148 732,074 $ 316,347 $ 2,137 791% 

............. _____ $4:'275 

38500 Biopsy/Removal 2 29,620 $ 25.810 $ 12,905 52 195,871 $ 71,716 $ 1,379 936% ·--------··$2,758 

42820 Remove Tonsils And Adenoids 2 20,326 $ 14,618 $ 7,309 343 1,575,156 $ 712,967 $ 2,079 352% $4,157 
45300 Proctoslamoidoscoov·diaonost 2 1,860 $ 1.488 $ 744 35 93,202 $ 14.597 $ 417 178% $834 
46020 Placement Of Seton 2 12,912 $ 11,621 $ 5.810 7 20,801 $ 5,935 $ 848 685% -··----······-···········-·$1.696' 
46030 Removal Of Rectal Marker 2 15600 $ 12.480 $ 6,240 6 16,845 $ 4,572 $ 762 819% ·--·-··-····$U~24 

46080 Incision Of Anal Sphincter 2 18,000 $ 14,400 $ 7,200 33 120,356 $ 60,994 $ 1,848 390% $3,697 
46230 Removal Of Anal Taqs 2 23.600 $ 18 880 $ 9,440 11 32,609 $ 10,396 $ 945 999% $1,890 
46250 Remove Ext Hem Groups 2 2 20.400 $ 16.320 $ 8,160 9 30,618 $ 16,454 $ 1.828 446% ·-·····-···--···-·····-··"$"3;656 
49320 Diag Laparo Separate Proc 2 19,720 $ 15,233 $ 7.617 50 265,519 $ 94,766 $ 1,895 402% ·-··· .. -·-·----$3:7"91' 
52260 Cystoscopy & Treatment 2 42,308 $ 38,077 $ 19,039 17 79,505 $ 30 972 $ 1,822 1045% $3,644 
57520 Conization Of Cervix 2 40,196 $ 32.157 $ 16,078 22 94,899 $ 42,342 $ 1,925 835% $3.849 
58300 Insert Intrauterine Device 2 3,456 $ 2,765 $ 1,382 131 388,605 $ 290,796 $ 2.220 62% -·-·-.. ·----··-··"··-${;1..1~ 
58670 Laparoscopy 2 13,188 $ 10,581 $ 5,290 94 563,813 $ 204,275 $ 2,173 243% $4,346 
64520 Injection For Nerve Blocs 2 10,600 $ 8.480 $ 4,240 50 161,278 $ 51,165 $ 1,023 414% $2,047 
64622 ln'ection Treatment Nerve12 2 40,000 $ 32,000 $ 16,000 139 658,808 $ 153,142 $ 1,102 1452% I . ·-··-·-·----E~Q.~ 
64623 ln'ect 2 60,000 $ 48.000 $ 24,000 128 738,005 $ 187.297 $ 1,463 1640% $2,927 
64708 Revise Arm/Leg Nerve 2 19,248 $ 15,398 $ 7.699 18 110,919 $ 30.431 $ 1 691 455% ---·--s3':3aT 

69205 Clear Outer Ear Canal 2 23,990 $ 7,858 $ 3,929 16 40,629 $ 14,359 $ 897 438% $1,795 
C1713 Anchor/Screw For Opposino 2 2,076 $ 1,868 $ 934 402 728,972 $ 461.614 $ 1,148 81% $2,297 
C1762 Connective Tissue 2 3.400 $ 3,060 $ 1,530 75 284,250 $ 159,738 $ 2,130 72% ··-··--s-(26'6' 
10061 DrainaQe Of Skin Abscess 1 10,100 $ 8 080 $ 8,080 8 19.455 $ 10206 $ 1,276 633% ---··---·--·-$1.2'ft 

10120 Remove Foreion Body 1 9,596 $ 7,677 $ 7,677 11 32,918 $ 17,392 $ 1,581 486% $1,581 
10121 Remove Foreign Body 1 17.359 $ 13,887 $ 13,887 4 17.263 $ 3,036 $ 759 1830% $759 
10140 DrainaQe Of Hematoma 1 15,304 $ 12,243 $ 12,243 11 34,199 $ 18,587 $ 1,690 725% ··-"····-·$1,690 

11044 Deb Bone 20 So Cm/< 1 2,050 $ 2,050 $ 2.050 3 9,739 $ 6,138 $ 2,046 100% -----···$2,"646 
11401 Removal Of Skin Lesion 1 1,794 $ 1,435 $ 1.435 11 33,706' $ 14,687 $ 1 335 107% $1,335 
11402 Removal Of Skin Lesion 1 1.592 $ 1,274 $ 1.274 39 73900 $ 33,505 $ 859 148% $859 
11404 Removal Of Skin Lesion 1 6,150 $ 4,920 $ 4,920 20 62,339 $ 24,253 $ 1,213 406% ·-··············~=-=t1ffi 
11422 Removal Of Skin Lesion 1 4,100 $ 3,280 $ 3280 45 136,112 $ 50.065 $ 1.113 295% $1,113 
11426 Removal Of Skin Lesion 1 7,800 $ 7,800 $ 7,800 10 34.411 $ 21,195 $ 2,120 368% $2,120 
12002 Reoair Suoerilcial Wound s 1 6150 $ 4,920 $ 4,920 2 2,753 $ 3423 $ 1,712 287% ........ ,_, ______ .. ,_, __ .g,m 
12020 Treat Wound Dehiscence·simPI 1 6,150 $ 4,920 $ 4,920 4 19.432 $ 10,686 s 2672 184% $2,672 
12034 lntmd Wnd Repair SfTr/Ext 1 7,800 $ 4,680 $ 4,680 6 12,137 $ 8,621 $ 1,437 326% $1.4:i'i 
14060 Skin Tissue Rearranoement 1 29,095 $ 26,186 $ 26,186 107 331,230 $ 145.197 $ 1,357 1930% $1,357 
15220 Skin Full Graft Procedure 1 7,740 $ 7,740 $ 7,740 4 12.303 $ 1,257 $ 314 2464% 

···-·· .. -·-·--·-.. §~.1.1 
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17110 Destruction Eg 1 4,100 $ 3280 $ 3,280 2 2,790 $ 2,150 $ 1,075 305% $1,075 
19125 Excision Of Breast Lesion ld 1 17,000 $ 13,600 $ 13,600 123 554,737 $ 229,717 $ 1,868 728% --· .. -~§§.~. 
20240 Biopsy Bone Open· Superficia 1 6,150 $ 4,920 $ 4,920" 2 7,155 $ 2,865 $ 1,432 344% $_1.432 
20605 Drainage Joint/Bursa/Cyst 3 1 2 840 $ 2,272 $ 2,272 13 28,808 $ 9.494 $ 730 311% $730 
20612 Aspiration lnj. Ganglion Cys 1 4,500 $ 3,150 $ 3,150 1 76 $ 25 $ 25 12784% $25 
20902 Removal Of Bone For Graft 1 50,000 $ 28,362 $ 28,362 16 68,459 $ 12,601 $ 788 3601% $788 
20924 Removal Of Tendon For Graft 1 6,222 $ 6,222 $ 6,222 4 36,100 $ 7,238 $ 1,810 344% ··-·-.. ·----~:::If&JQ 
21325 Repair Of No5e Fracture 1 6,150 $ 5,535 $ 5,535 3 8,756 $ 3,488 $ 1,163 476% $1,163 
21555 Exc Neck Les Sc < 3 Cm 1 10,000 $ 8,000 $ 8,000 50 181,984 $ 62.494 $ 1,250 640% $1,250 
21930 Exc Back Les Sc < 3 Cm 1 15,000 $ 12,000 $ 12,000 41 155,814 $ 67,240 $ 1,640 732% $1,640 
21931 Exc Back Les Sc = 3 Cm 1 12,150 $ 12,150 $ 12150 18 81935 $ 46,051 $ 2,558 475% -·--$2:if58 
22851 Apply Spine Prosth Device 1 31,250 $ 25,000 $ 25,000 1 4,686 $ 1,690 $ 1,690 1480% $1,690 
22902 Exc Abd Les Sc < 3 Cm 1 25,500 $ 20,400 $ 20,400 6 24,142 $ 10,191 $ 1,699 1201% $1,699 
22903 Exc Abd Les Sc > 3 Cm 1 11,200 $ 8,960 $ 8,960 3 8,374 $ 5,961 $ 1,987 451% ·------..... §1. •. ~.~.7. 
23075 Exc Shoulder Les Sc < 3 Cm 1 12,750 $ 10,200 $ 10,200 17 60,783 $ 27,730 $ 1,631 625% $!,.§~:! .. 
23130 Partial Removal 1 15,000 $ 15,000 $ 15,000 14 88,753 $ 31,737 $ 2,267 662% $2,267 
23430 Repair Biceps Tendon Rupture 1 23,851 $ 23,851 $ 23,851 33 199,366 $ 47,279 $ 1,433 1665% $1.433 
23455 Repair Shoulder Capsule 1 19,928 $ 15,942 $ 15,942 4 26,550 $ 9,961 $ 2,490 640% -······-·---·-·~? • .1~2. 23550 Repair Clavicle Dislocation 1 23,084 $ 18,467 $ 18.467 7 55,962 $ 14,457 $ 2,065 894% $2,065 
24149 Radical Resection Of Elbo 1 31,080 $ 21 756 $ 21,756 1 2,500 $ 5,124 $ 5,124 425% $5,124 
24359 Repair Elbow Deb/Attch Open 1 25,000 $ 20,000 $ 20,000 32 196,086 $ 83,175 $ 2,599 769% $2.599 
25260 Repair Forearm Tendon/Muscle 1 22,495 $ 20,246 $ 20,246 3 9,788 $ 3,174 $ 1,058 1914% --·-··-·····----··H,Q~.S. .. 25275 Repair Forearm Tendon Sheath 1 12,202 $ 9,761 $ 9,761 2 11,223 $ 4,489 $ 2,245 435% $2,245 
25312 Transplant Forearm Tendon 1 10,500 $ 8,400 $ 8,400 4 25,200 $ 4,093 $ 1,023 821% ··---------$1,"6"23' 
25320 Repair/Revise Wrist Joint 1 9,000 $ 9,000 $ 9,000 11 111,377 $ 27,751 $ 2,523 357% $2,523 
25447 Reoair Wrist Joint s 1 22,500 $ 18,000 $ 18,000 41 259,938 $ 107,030 $ 2,610 690% , _____ g_~.Q. 
25606 Percutaneous Skeletal Fix 1 35,712 $ 35,712 $ 35,712 15 81,075 $ 29,740 $ 1,983 1801% $1,983 
25607 Open Treatment Of Distal .1 20,000 $ 20,000 $ 20,000 34 270,981 $ 102,193 $ 3,006 665% $3,006 
26121 Release Palm Contracture 1 25,000 $ 20,000 $ 20,000 4 25,342 $ 10,619 $ 2,655 753% $2,655 
26123 Release Palm Contracture 1 20,108 $ 16,086 $ 16,086 47 258,351 $ 91,743 $ 1,952 824% $1,952 ·-·-.. 26125 Release Palm Contracture 1 120.000 $ 96.000 $ 96,000 17 81,079 $ 39,458 $ 2,321 4136% ' ' -·$2,321 

26145 Tendon Excision 1 14,000 $ 14,000 $ 14,000 12 87,788 $ 15,828 $ 1,319 1061% $1,319 
26210 Removal Of Finger Lesion 1 3,400 $ 3,060 $ 3,060 18 124 742 $ 47,962 $ 2 665 115% $2,665 
26437 Realignment Of Tendons 1 9,000 $ 7,200 $ 7,200 2 9,083 $ 3,060 $ 1,530 471% I ............ _______ J1,§~.Q. 
26440 Rei ease Palm/Finger Tendon 1 7,800 $ 6,240 $ 6,240 1 4,184 $ 2,459 $ 2,459 254% $2,459 
26445 Release Hand/Finqer Tendon 1 18,856 $ 15,085 $ 15,085 9 41,787 $ 19,449 $ 2,161 698% .. --------·--$·2:"161 
26546 Repair Non-Union Hand 1 10,500 $ 3,585 $ 3,585 1 6,028 $ 1,625 $ 1,625 221% $1,625 
26605 Treat Metacarpal Fracture 1 7,548 $ 6,038 $ 6,o38 2 28.792 $ 5,170 $ 2.585 234% $2,585 
26615 Repair Metacarpal Fracture 1 11,744 $ 470 $ 470 27 190,109 $ 87,158 $ 3,228 15% ' ................ -----··"if:l:2:28 
26720 Treat Finger Fracture 1 18,000 $ 14.400 $ 14400 1 10800 $ 783 $ 783 1839% ·-·-·· .. ·---$783 
26727 Treat Finger Fracture 1 11,815 $ 11,984 '$ 11,984 30 203,432 $ 103,408 $ 3,447 348% $3,447 
26756 Pin Finoer Fracture 1 6,900 $ 7,560 $ 7,560 4 22,186 $ 8,959 $ 2,240 338% $2,240 
26776 Pin Finger Dislocation 1 10,500 $ 10,500 $ 10,500 2 1,666 $ 2,866 $ 1,433 733% ---··-···-·······----$1";43':3: 
26951 Amputation Of Finger/Thumb 1 7,495 $ 4,694 $ 4,694 2 6,322 $ 2415 $ 1,208 389% ---$1"}"0"81 
27043 Exc Hlp Pelvis Les Sc > 3 Cm 1 15,200 $ 12,920 $ 12,920 4 13,261 $ 10,286 $ 2,571 502% $2,571 
27345 Removal Of Knee Cyst 1 8,859 $ 7,087 $ 7,087 5 12,876 $ 5,084 $ 1,017 697% $1,0171 
27360 Partial Removal Leg Bone(s) 1 19;600 $ 15,680 $ 15.680 3 29,277 $ 4,804 $ 1,601 979% ··-----.. -········-···· .. ·---····1 
27385 Repair Of Thioh Muscle 1 16,314 $ 13,051 $ 13,051 6 36,980 $ 8,049 $ 1,341 973% - .......... -.. - ~a~t' 
27405 Repair Of Knee Li>Jament 1 19,704 $ 14,778 $ 14,778 7 35,896 $ 5,733 $ 819 1805% $8191 
27412 Autoloo Chondrocyte Imp Knee 1 23,959 $ 19,167 $ 19,167 2 32,762 $ 22,229 $ 11,115 172% $11,115: 
27418 Repair Deqenerated Kneecap 1 46,358 $ 37,086 $ 37,086 5 22.475. $ 13,959 $ 2,792 1328% ··--·-----·-··-····-··-·--$I792 
27427 Reconstruction 1 28,080 $ 14,740 $ 14,740 6 49,094 $ 15,579 $ 2,597 568% -------- $2,597 
27428 Reconstruction 1 10,500 $ 8,400 $ 8,400 5 64,187 $ 12,352 $ 2,470 340% $2,4701 
27447 Total Knee Arthroplasty 1 130,000 $ 104,000 $ 104,000 1 11,955 $ 7,000 $ 7,000 1486% $7,000 
27612 Exploration Of Ankle Joint 1 6935 $ 6.935 $ 6.935 4 13,857 $ 7,269 $ 1,817 382% -··-·-····· .......... -··--·Ka·i"7' 
27620 Biopsy Of Ankle Joint 1 10,665 $ 10,665 $ 10,665 8 23,828 $ 22,664 $ 2,833 376% ···----·····--.. -·-$2,8331 

27625 Remove Ankle Joint Lining 1 18,049 $ 14,439 $ 14,439 7 31,511 $ 19,252 $ 2,750 525% $2,7501 
27630 Removal OfTendon Lesion 1 15,742 $ 12,594 $ 12,594 9 47,801 $ 25,926 $ 2,881 437% ------.... - ............ __ g!!.I!.J .. i 
27640 Partial Removal Of Tibia 1 2,600 $ 122 $ 122 9 47,137 $ 20,638 $ 2,293 5% .......... $2is~i 
27641 Partial Removal Of Fibula 1 3,000 $ 3,000 $ 3,000 2 13,416 $ 1,285 $ 642 467% 
27659 Repair Of Leo Tendon 1 15,727 $ 15,727 $ 15,727 9 39,472 $ 11,940 $ 1,327 1186% $1,327 
27685 Revision Of Lower Leg Tendon 1 4,114 $ 4,114 $ 4,114 2 4,563 $ 2,746 $ 1,373 300% -·-·----·· .. -······ $1,373 27695 Repair Of Ankle Ligament 1 19536 $ 15,629 $ 15,629 15 81.426 $ 16,214 $ 1,081 1446% --~..+@ 27726 Repair Fibula Nonunion 1 34,495 $ 34,495 $ 34,495 3 15,502 $ 7,012 $ 2,337 1476% $2,337 
27814 Repair Of Ankle Fracture 1 84,924 $ 76,432 $ 76,432 23 197,923 $ 50,930 $ 2,214 3452% $2,214 
27829 Treatment Of Joint 1 28,500 $ 22,800 $ 22,800 16 73,510 $ 27,229 $ 1,702 1340% .. -·-··----·-- .. H,7_02 
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58301 Remove Intrauterine Device 1 408 $ 326 $ 326 59 171 223 $ 133.469 $ 2,262 14% $2,262 
58545 Myomectomy 1 18,750 $ 15,000 $ 15,000 5 39,126 $ 14,009 $ 2,802 535% $2,802 
58553 Laparo-Asst Vag Hysterectomy 1 34,495 $ 27,596 $ 27,596 1 6,303 $ 4,412 $ 4,412 625% ·-·---.. ·--'$4.412 
58555 Hysteroscopy 1 8,700 $ 6,960 $ 6,960 22 78,436 $ 29,604 $ 1,346 517% $1,346 
58562 Hysteroscopy 1 2,231 $ 2,231 $ 2,231 14 71,730 $ 26,304 $ 1,879 119% $1,879 
59840 Abortion 1 22.495 $ 22,495 $ 22.495 179 649,720 $ 401,928 $ 2,245 1002% $2,245 
62290 Inject For Spine Disk X-Ray 1 64,100 $ 51,280 $ 51,280 33 280,830 $ 88,630 $ 2,686 1909% 

_ .. ,, .. , ___ $2]86 

63035 Spinal Disk SurQerv Add-On 1 30,000 $ 10,000 $ 10,000 4 20,270 $ 9.0S3 $ 2,263 442% $2,263 
63075 Diskectomy 1 5,300 $ 5,300 $ 5.300 3 42,295 $ 26,768 $ 8,923 59% $8,923 
64490 lnj ParaYert F Jnt err 1 Lev 1 13,000 $ 10400 $ 10,400 95 328,661 $ 144,264 $ 1,519 685% $1,519 
64590 Insertion/Replace Neurostlmu 1 101,346 $ 81,077 $ 81,077 2 53,598 $ 7,000 $ 3,500 2316% --···-· .. ····-~:sao 
64784 Remove Nerve Lesion 1 310 $ 310 $ 310 4 15,796 $ 3,143 $ 786 39% ··----me 
64787 Insert Cap On Nerve End 1 424 $ 424 $ 424 5 18,733 $ 4,635 $ 927 46% $927 
64831 Repair Of Digit Nerve 1 500 $ 500 $ 500 11 47,669 $ 26,509 $ 2,410 21% $2,410 
65420 Removal Of Eve Lesion 1 7,225 $ 6,503 $ 6,503 7 10,285 $ 6,307 $ 901 722% 

,,_., •• ,,_,_, ___ $95"1" 
67400 Explore/Biopsy Eye Socket 1 6.500 $ 6.500 $ 6.500 6 41,602 $ 15,205 $ 2,534 256% $2.534 
69145 Remove Ear Canal Lesion s 1 5,200 $ 4,160 $ 4,160 8 22,709 $ 7,312 $ 914 455% $914 
69424 Ventilat. Tube Rmvi-Unilaterl 1 38,990 $ 19,495 $ 19.495 25 84,171 $ 49,735 $ 1,989 980% $1,989 
73130 X-Ray Exam Of Hand 1 365 $ 292 $ 292 1 28 $ 21 $ 21 1389% ••·-•-·•···-e--$21" 
74420 Contrast X·Ra• Urinary Tract 1 1,369 $ 1,369 $ 1.369 23 7,599 $ 6,012 $ 261 524% $261 
76937 Us Guid Vase Acss Site Perm 1 13,125 $ 10,500 $ 10,500 3 1,D42 $ 834 $ 278 3779% $278 .. ;• ; " ; 1.: •; 'I: " ~{l!t,tu;,,.;·."if/~fi]l:K:Z>963;2~~i 
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